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Abstract 
 
The quality of the relationship established between client and clinician during 
psychotherapy has been found to be a robust, common, and curative factor regardless of clinician 
theoretical orientation. The positive impact of therapeutic relationships remains distinct from 
technique and accounts for the greatest amount of therapeutic change that is within clinicians’ 
control. The growth of effective mindfulness-based treatments has led some to postulate that 
mindfulness may improve clinicians’ ability to establish positive therapeutic relationships. If that 
is true, then mindfulness practice may be particularly relevant to early clinical training when 
students are learning basic relational skills. This study examined the effects mindfulness training 
had on first year doctoral students’ ability to establish positive therapeutic relationships with 
volunteer pseudotherapy undergraduate students. An experiment was conducted comparing an 
experimental group which received mindfulness training to an active control group which 
watched training videos. Ability to establish therapeutic relationships with pseudoclients was 
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measured comparing multiple pre- and post-treatment measures. As predicted, students 
practicing mindfulness achieved greater levels of self-rated mindfulness. However, contrary to 
prediction, students practicing mindfulness had less positive therapeutic outcomes, similar 
“therapeutic alliance,” and similar “therapeutic presence,” as rated by their pseudoclients. Also 
contrary to prediction, students receiving mindfulness training rated their own therapeutic 
presence similarly to controls; supervisor ratings of clinical competency also did not differ 
between groups. As predicted, students practicing mindfulness perceived their training as more 
beneficial to their clinical competency than their non-mindfulness counterparts, particularly in 
the domains of self-care and self-reflection. Therefore, mindfulness training may be particularly 
relevant to developing clinicians’ subjective impression of growth in self-care and reflective 
practices, although these impressions were not found to translate into more positive client 
perceptions of the therapy experience.  
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Chapter 1
 
Introduction 
 
 
 
Relationship in Psychotherapy 
“Everyone has won and all must have prizes,” announced the dodo bird in Carroll’s 
(1865) Alice’s Adventures in Wonderland. In the psychotherapy world, the dodo bird verdict 
aptly summarizes psychotherapy effectiveness outcome research, which has repeatedly shown 
that all therapeutic orientations basically produce the same effect size (Lambert & Ogles, 2004; 
Luborsky, Singer, & Luborsky, 1975; Rosenzweig, 1936; Wampold et al, 1997), leading some to 
take a common factors approach to psychotherapy (Messer & Wampold, 2002). While it is true 
that certain therapeutic techniques have been shown to be more efficacious for certain referral 
problems (e.g., CBT for panic disorder; Butler, Chapman, Forman, & Beck, 2006), Messer and 
Wampold (2002) suggested that even symptom-specific strategies are efficacious only within the 
context of a specific therapeutic environment. Research consistently shows greater effect size 
differences within theoretical orientations than between them, with the largest therapist-
controlled variable being the ability to form therapeutic relationships (Baldwin, Wampold, & 
Imel, 2007; Martin, Garske, & Davis, 2000, Messer & Wampold, 2002). 
The therapeutic relationship is a robust common and curative factor across orientations 
that remains distinct from technique and accounts for the greatest amount of therapeutic change 
within clinicians’ control (Horvath & Symonds, 1991; Lambert & Ogles, 2004; Martin, et al., 
2000; Schore, 2011; Shedler, 2010). Though clinical training tends to emphasize therapeutic 
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techniques, Lambert’s (1992) analysis showed techniques account for 15% of the effects of 
therapy, while the therapeutic relationship accounts for 30%. The emphasis on techniques in 
clinical training and practice may be the result of the field’s movement toward evidence-based 
practice (EBP). The 3-pillar model of EBP, established by the American Psychological 
Association (APA; 2006), stressed the importance of incorporating the best research evidence, 
clinical expertise, and patient values and preferences in clinical work. Though the EBP model is 
oft cited as solidifying the importance of utilizing therapeutic techniques that have been 
researched and shown to be effective, the EBP model also gives significance to therapist and 
patient factors that affect treatment. APA’s interdivisional Task Force on Evidence-Based 
Therapy Relationships (Norcross & Wampold, 2011) affirmed the quality of the relationship 
between therapist and patient is a key component to positive therapeutic outcomes. 
Carl Rogers (1957) believed in the power of the therapeutic relationship so strongly that 
three of his six necessary and sufficient conditions for therapeutic change were central 
ingredients of relationship: therapist warmth, congruence, and unconditional positive regard. 
While clinicians may dispute the sufficiency of these conditions, Rogers’ emphasis on therapists 
creating the relational environment for change conclusively infused the therapy world 
(Goldfried, 2007). The importance of therapeutic relationships became codified in the common 
factors movement in the term “therapeutic alliance” (Horvath, Del Re, Flückiger, & Symonds, 
2011), defined by Gelso and Carter (1985) as “the feelings and attitudes that counseling 
participants have toward one another, and the manner in which these are expressed” (p. 159). 
However, Horvath (2006, 2011) asserted the homogenization of language related to therapeutic 
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relationships minimizes true differences in theoretical conceptualizations of therapeutic 
relationships.  
Toward the end of his career, Rogers (1980) began to speak of “therapeutic presence” as 
something related to, yet distinct from, his necessary and sufficient conditions, and that 
therapeutic presence was at the core of the therapeutic relationship. Shari Geller and Leslie 
Greenberg (2012) defined therapeutic presence as “the state of having one’s whole self in the 
encounter with a client by being completely in the moment on a multiplicity of levels – 
physically, emotionally, cognitively, and spiritually” (p. 7). Their view of therapeutic presence 
incorporated the bio-psycho-social-spiritual model of health and draws on Martin Buber’s (1958) 
I-Thou relational frame.  
Therapeutic presence is not a therapeutic technique but a metatheoretical approach to 
“being” when establishing and maintaining therapeutic relationships. Therapeutic presence has 
been discussed in a variety of ways by clinicians from a variety of therapeutic orientations. In the 
psychoanalytic community, Freud’s concept of “evenly suspended attention” gets at the idea of 
presence (Epstein, 2007, p. 101), while more relationally-oriented psychoanalytic approaches 
deal more directly with the significance of moment-to-moment connection in therapeutically 
mutual relationships (Benjamin, 1988). Within the field of interpersonal neurobiology, 
therapeutic presence is discussed as a way to foster a holding space for the integration of patient 
affect (Siegel, 2010). Experiential orientations such as Roger’s person-centered therapy (1957) 
and Fritz Perl’s (1969) Gestalt therapy explicitly incorporated Buber’s perspective on 
relationships and sought to connect clients to authentic, present, and relational moments. 
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Tannen and Daniels (2010) noted diverse theoretical expressions of presence, the 
importance of therapeutic presence, and the unfortunate dearth of research related to presence. 
Yet, establishing therapeutic presence remains difficult to teach beyond relatively simplistic 
behavioral prescriptions for posture, responses, and attitudes that often miss the essence of what 
it means to be in relationship in a therapeutic way. Geller and Greenberg (2012) suggested that 
mindfulness exercises might be a way of promoting therapeutic presence. 
Mindfulness in Psychotherapy 
Mindfulness seems to be a related and relevant construct to therapeutic presence. 
Mindfulness has its roots in Buddhism, but it has been incorporated into a variety of therapeutic 
modalities including psychodynamic (Muran & Safran, 2002), experiential (Greenberg & 
Watson, 2006), existential (Claessens, 2009), and particularly within cognitive behavioral 
therapy’s third wave (Hayes, 2004). Jon Kabat-Zinn (2003), who brought mindfulness to 
mainstream psychology and Western medicine when he introduced his Mindfulness Based Stress 
Reduction program (MBSR) in 1979, defined mindfulness as “the awareness that emerges 
through paying attention on purpose, in the present moment, and non-judgmentally to the 
unfolding of experience moment by moment” (p. 145). This definition includes attention and 
attitudinal dimensions that correspond to Bishop et al.’s (2004) two-component definition:  
the self-regulation of attention so that it is maintained on immediate experience, thereby 
allowing for increased recognition of mental events in the present moment” and 
“adopting a particular orientation toward one’s experiences in the present moment, an 
orientation that is characterized by curiosity, openness, and acceptance. (p. 232) 
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While all mindfulness practices contain these essential elements, how they are manifest 
can be rather heterogeneous. For example, MBSR utilized passive forms of meditation, such as 
sitting meditation and body scanning, as well as physically active styles of meditation, such as 
Tai Chi and yoga, and it encouraged patients’ incorporation of mindfulness into their daily 
routines. Kabat-Zinn designed MBSR to treat stress and chronic pain, but Segal, Williams, and 
Teasdale (2002) adapted it to create Mindfulness Based Cognitive Therapy (MBCT) for the 
treatment of depression.  
Marsha Linehan (1993), drawing from Zen meditation, incorporated mindfulness 
practices as a central component in her Dialectical Behavior Therapy (DBT) for clients 
diagnosed with borderline personality disorder. DBT utilizes mindfulness techniques to increase 
patients’ ability to observe, describe, and participate in even distressing events, emotions, and 
behaviors. DBT also employs mindfulness to help patients take a non-judgmental stance, focus 
on one thing at a time, and be effective in their attempts.  
Steven Hayes, Kirk Strosahl, and Kelly Wilson (2003) infused Acceptance and 
Commitment Therapy (ACT) with mindfulness at the theoretical and technical level. In their 
view, the main cause of clients’ distress is psychological inflexibility, so the main goal of 
therapy should be increasing psychological flexibility, no matter what the diagnosis. Mindfulness 
meditation exercises are used in ACT to help patients accept experiences, defuse maladaptive 
cognitive processes, and view the self as context – not for the purpose of decreasing patients’ 
pain, but for changing patients’ relationship to pain to a more adaptive view. 
While some may feel uneasy utilizing a technique that has its roots in Buddhism, Hayes 
(2002) suggested the field of psychology should feel free to “interpret, analyze, and transform” 
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(p. 105) spiritual traditions outside of their origins into psychological theory and practice while 
being careful not to merely hijack pertinent psychological tricks. Symington and Symington 
(2012) articulated a Christian model of mindfulness, moving beyond Tan’s (2011) review of 
mindfulness therapies from a Christian perspective. Integrating mindfulness into other religious, 
spiritual, or cultural traditions seems plausible as reflective, meditative practices are encouraged 
in most religious traditions.  
While mindfulness has been incorporated into the third wave of cognitive behavioral 
therapy, it is important to note what distinguishes it from the previous two waves. In contrast to 
the first wave of behavioral therapies that focused on changing events (stimulus, response), and 
the second wave of cognitive techniques that emphasized changing content (thoughts, feelings), 
mindfulness interventions work at changing the relationship to events (openness, acceptance) 
(Hayes, 2004). Thus, mindfulness works on the meta-level, focusing on process rather than 
product, emphasizing how instead of what. 
Effects of Mindfulness       
Cognitive effects. Research suggests that mindfulness training positively affects 
executive control functioning including self-regulation (Sahdra et al, 2011; Tang et al, 2007), 
self-control (Friese, Messner, & Schaffner, 2012), selective attention (Hodgins & Adair, 2010; 
Jensen, Vangkilde, Frokjaer, Hasselbalch, 2012; Jha, Krompinger, & Baime, 2007), sustained 
attention (Semple, 2010), cognitive flexibility (Moore & Malinowski, 2009), working memory 
(Jha, Stanley, Kiyonaga, Wong, & Gelfand, 2010), and awareness (Anderson, Lau, Segal, & 
Bishop, 2007). Practicing mindfulness enables practitioners to better engage in present 
experiences free of expectations (Anderson et al., 2007), which also helps decrease ruminative 
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patterns (Campell, Labelle, Bacon, Faris, & Carlson, 2011; Chambers, Lo, & Allen, 2008; Deyo, 
Wilson, Ong, & Koopman, 2009; Ramel, Goldin, Carmona, & McQuaid, 2004). Mindfulness 
demonstrated executive control benefits in non-clinical samples (Semple, 2010) as well as 
participants with borderline personality disorder (Soler et al, 2012), bi-polar disorder (Stange et 
al, 2011), women with cancer (Campell et al., 2012), and military samples in high-stress 
environments (Jha et al., 2010). Lutz et al. (2009) found mindfulness not only improved 
performance on executive functioning tasks, but it also resulted in decreased cortical effort, and 
improved neuronal stability and consistency during tasks of attention. Thus, mindfulness practice 
increases the efficiency and effectiveness of attention processes (Cahn & Polich, 2009; Kozasa et 
al, 2012; Lutz et al, 2009; Moore, Gruber, Derose, & Malinowski, 2012). 
Emotional effects. Research on mindfulness indicates it improves practitioners’ ability to 
regulate their emotions (Arch & Craske, 2006; Goldin & Gross, 2010; Ortner, Kilner, & Zelazo, 
2007), and meta-analyses have shown mindfulness-based interventions to be efficacious in the 
treatment of anxiety and depression (Hoffman, Sawyer, Witt, & Oh, 2010; Klanin-Yobas, Cho, 
& Creedy, 2012; Piet & Hougaard, 2011). Mindfulness may significantly alter cortical regions 
involved in self-referencing, increasing practitioners’ experiential awareness, expanding their 
window of tolerance, and decreasing their negative self-evaluations that are implicated in anxiety 
and depression (Chiesa, Brambilla, Serretti, 2010; Farb et al, 2007; Lazar et al, 2005; Paulus & 
Stein, 2010). Hyperarousal of amygdala regions is associated with affect dysregulation, including 
anxiety (Evans et al, 2008) and depression (Siegle, Thompson, Cameron, Steinhauer, & Thase, 
2007), and there is some evidence to suggest that the practice of mindfulness decreases activity 
in these regions (Chiesa, et al., 2010; Way, Cresswell, Eisenberger, & Lieberman, 2010). These 
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brain changes are consistent with mindfulness theory, which focuses on becoming less reactive 
to troubling emotions rather than changing the emotions directly. 
Physical effects. The metacognitive and metaemotional benefits of mindfulness have 
implications on physical functioning (Villemure & Bushnell, 2002). Mindfulness practice may 
activate the parasympathetic nervous system, thereby decreasing practitioners’ experience of 
stress (Baer, Carmody, & Hunsinger, 2012), increasing their experience of relaxation (Agee, 
Danoff-Burg, & Grant, 2009), and improving physiological markers such as heart rate variability 
(Burg, Wolf, & Michalak, 2012; Peressutti, Martín-González, & García-Manso, 2012), cortisol 
levels (Brand, Holsboer-Trachsler, Naranjo, & Schmidt, 2012; Matousek, Pruessner, & Dobkin, 
2011), and sleep (Brand, et al., 2012; Britton, Haynes, Fridel, & Bootzin, 2012). Mindfulness has 
repeatedly demonstrated effectiveness in managing chronic pain (Baer, 2003), and it may 
decrease practitioners’ reactivity to pain (Schütze, Rees, Preece, & Schütze, 2010). 
Spiritual effects. Spirituality is an important dimension of being (Eberst, 1984) that is 
related to dimensions of health and overall quality of life (Sawatzky, Ratner, & Chiu, 2005). 
Consistent with Eastern and Western views of well-being (Wallace & Shapiro, 2006), research 
has found mindfulness, with its roots in spiritual practice, to be related to spiritual well-being 
(Birnie, Speca, & Carlson, 2010; Carmody, Reed, Kristeller, & Merriam, 2008). Mindfulness-
induced increases in spiritual well-being may even mediate other aspects of quality of life 
improvements (Greeson et al., 2011). 
Interpersonal effects. Of course, the demonstrated intrapersonal benefits of mindfulness 
have implications on relationships as well. Research suggests that mindfulness is related to 
positive interpersonal styles and relationship satisfaction (Barnes, Brown, Krusemark, Campbell, 
Mindfulness Training     9 
 
& Rogge, 2007; Wachs & Cordova, 2007). Mindfulness may foster compassion, empathy, and 
acceptance in relationships (Block-Lerner, Adair, Plumb, Rhatigan, & Orsillo, 2007; Kristiller & 
Johnson, 2005; Shapiro, Astin, Bishop, & Cordova, 2005; Shapiro, Brown, & Biegel 2007; 
Shapiro & Izett, 2008), which could be seen as the opposite of Gottman’s (1994) relationally 
destructive “Four Horsemen of the Apocalypse:” criticism, defensiveness, contempt, and 
stonewalling. The efficacy of MBSR prompted Carson, Carson, Gill, and Baucom (2004) to 
adapt it for couples, creating the Mindfulness-Based Relationship Enhancement (MBRE), which 
they found to improve the relationship quality of non-distressed couples.  
Mindfulness for Therapists 
The intrapersonal and interpersonal effects of mindfulness are not only clinically relevant 
to patients, but also pertain to clinicians’ lives and their ability to work in therapeutic 
relationships. Practicing mindfulness can be seen as a form of self-care (Christopher & Maris, 
2010); it has been linked with decreases in clinician anxiety (Cohen & Miller, 2009; Shapiro et 
al., 2007; Waelde et al., 2008), stress (Cohen & Miller, 2009; Rosenzweig, Reibel, Greeson, 
Brainard, & Hojat, 2003; Shapiro et al. 2005; Shapiro, et al., 2007), and rumination (Rimes & 
Wingrove, 2011; Shapiro et al., 2007), and increases in emotional intelligence (Cohen & Miller, 
2009), self-efficacy (Greason & Cashwell, 2009), self-compassion (Rimes & Wingrove, 2011; 
Shapiro et al., 2005; Shapiro et al., 2007), social connectedness (Cohen & Miller, 2009), and 
sense of well-being (Cohen & Miller, 2009).  
Mindfulness may help clinicians develop in important areas of self-reflection (Schure, 
Christopher, & Christopher, 2008), empathy for patients (Block-Lerner et al., 2007; Shapiro, 
Schwartz, & Bonner, 1998), affect regulation (Safran & Belotserkovsky, 2009), establishment of 
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therapeutic alliance (Keane, 2013; Ryan, Safran, Doran, & Muran, 2012), and facilitation of 
therapeutic presence (Geller & Greenberg, 2012; McCollum & Gehart, 2010). 
These benefits of mindfulness for clinicians may translate into improved therapeutic 
outcomes, though the current research is mixed. For example, Stanley et al. (2006) found a 
negative correlation between trait mindfulness and therapeutic outcome while Ryan, et al. (2012) 
found a positive relationship between clinician mindfulness and patients’ improvements in 
interpersonal functioning but no correlation with symptom improvements in other domains. 
Neither study incorporated a mindfulness intervention that might have controlled for self-rating 
bias of mindfulness traits. In Germany, Grepmair et al. (2007) randomly assigned 18 female 
psychologists in training at an inpatient hospital to either a Zen mindfulness group that practiced 
mindfulness one hour before each workday for nine weeks, or a non-mindfulness group that 
received no alternative training. All therapists were at the same level of clinical training, and 
mean ages of the two groups were similar (mindfulness: 29.3 yrs. ± 3.2 yrs.; non-mindfulness 
30.4 yrs. ± 2.9 yrs.). 124 patients at an inpatient hospital were randomly assigned for treatment 
by one of the therapists in training. Both patient groups consisted of approximately 80% females 
and 20% males and had similar mean ages (mindfulness: 38.9 yrs. ± 10.9 yrs.; non-mindfulness 
39.8 yrs. ± 12.3 yrs.). The mindfulness group (MG) and non-mindfulness group (NMG) each 
consisted of similar number of clients with various psychiatric diagnoses: adjustment 
disorders/stress reaction (MG: 30; NMG: 28), mood disorders (MG: 24; NMG: 25), personality 
disorders (MG: 14; NMG: 13), somatoform disorders (MG: 11; NMG: 12), anxiety disorders 
(MG: 10; NMG: 12), substance abuse (MG: 4; NMG: 5), obsessive-compulsive disorders (MG: 
2; NMG: 2). All therapists and patients were blinded to their treatment condition. At the end of 
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the study, patients of the MG therapists indicated greater perceived symptom improvement on 
seven of nine symptom scales and on the Global Severity Index of the Symptom Checklist-90-
Revised (Franke, 2002). On the Global Severity Index, patients of the MG had a pre-treatment 
mean T score of 72.6 and a post-treatment mean T score of 50.7; whereas patients of the NMG 
group had a pre-treatment mean T score of 65.6 and a post-treatment mean T score of 60.1. 
Therefore, patients of the MG demonstrated approximately one-and-a-half standard deviations 
greater improvement than patients of the NMG group (p = < .01). Similar results were found on 
an additional measure of clients’ perceptions of their symptoms, the Questionnaire of Changes in 
Experience and Behavior (Zielke & Kopf-Mehnert, 1980). In addition, on a measure that 
assessed patients’ perceptions of the psychotherapy process, the Session Questionnaire for 
General and Differential Individual Psychotherapy (Krampen & Petry, 2002), MG patients’ pre- 
to post-intervention perspectives on dimensions of clarification and problem solving changed 
approximately one-and-a-half standard deviations more positively (p = < .01) than the NMG 
patients’. Interestingly, no significant difference between the two groups emerged on the 
relationship dimension. 
Mindfulness in Clinical Training 
Mindfulness practice may be particularly useful to therapists in training (Bruce, Shapiro, 
Constantino, & Manber, 2010; Fauth, Gates, Vinca, Boles, & Hayes, 2007; Gockel, 2010), since 
mindfulness seems to promote learning in foundational clinical competencies, including 
reflective practice, self-assessment, self-care, forming relationships, and demonstrating affective 
skills (Rodolfa et al., 2005). Mindfulness practice may offer an experiential training modality to 
students who may be frustrated or confused by verbal instructions; it is one thing to tell a student 
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“be empathetic” and quite another to provide skills that foster empathy. McCollum & Gehart’s 
(2010) qualitative study showed that 13 master’s level practicum students undergoing 
mindfulness training believed that training positively affected their ability to be present in a 
positive therapeutic way with their patients. The impact of therapeutic relationships on therapy 
outcomes would suggest that mindfulness training that improves clinicians’ ability to be 
therapeutically present should also improve therapy outcomes. 
Current Study 
The study represented a response to Davis and Hayes’ (2011) encouragement that 
researchers investigate ways mindfulness could be integrated into clinical training, as well as to 
examine the effects mindfulness training may have on common factors of effective 
psychotherapy, such as therapeutic alliance (Norcross & Wampold, 2011) and therapeutic 
presence (Geller & Greenberg, 2012). The study expanded on Ryan, et al.’s (2012) research, 
described above, that indicated therapists’ trait mindfulness is significantly and positively related 
to effective establishment of therapeutic relationships. The study utilized an experimental design 
to examine the effects perceived therapist state mindfulness has on perceived therapeutic 
relationship. Whereas Grepmair et al.’s (2007) research focused on therapy outcomes, the current 
study more closely examined the hypothesis that mindfulness practice may improve therapists’ 
ability to form therapeutic relationships, thereby potentiating positive therapeutic outcomes. 
The standard MBSR format consists of 26 hours of class time made up of eight, 2 ½-hour 
weekly classes and a 6-hour class at week six (Kabat-Zinn, 2003), but several MBSR studies 
have adapted the program to make it accessible to particular populations (Carmody & Baer, 
2009). Carmody and Baer (2009) reviewed 30 studies that researched various formats of MBSR 
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and reported pre and post-MBSR effect sizes. Total hours of training ranged from 6 to 28, with a 
mean of 18.8 (SD = 5.90). Effect sizes ranged from .10 to 1.38 with a mean of .66 (SD = .33). 
Their analysis showed no significant relationship between effect size and hours of training (r = -
.25, p = .18). Therefore, the mindfulness training in this study was abbreviated and adapted from 
MBSR exercises to be easily incorporated into an existing clinical training program.  
The mindfulness training was designed to support students’ developmentally appropriate 
growth in the following competency areas: reflective practice, self-assessment, interpersonal 
relationships, affective skills, and intervention skills. An extended listing of the training’s 
learning objectives can be found in Appendix A. This study examined the following hypotheses:  
Hypothesis 1. Mindfulness training will increase students’ ability to enter a “mindful 
state.” 
Hypothesis 2. Compared to students engaging in traditional forms of clinical training, 
students engaging in mindfulness training will obtain more positive therapeutic outcomes as 
perceived by their clients. 
Hypothesis 3. Compared to students engaging in traditional forms of clinical training, 
students engaging in mindfulness training will develop stronger “therapeutic alliances” as 
perceived by their clients. 
Hypothesis 4. Compared to students engaging in traditional forms of clinical training, 
students engaging in mindfulness training will demonstrate better “therapeutic presence” as 
perceived by their clients. 
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Hypothesis 5. Compared to students engaging in traditional forms of clinical training, 
students engaging in mindfulness training will perceive themselves demonstrating better 
“therapeutic presence.” 
Hypothesis 6. Compared to students engaging in traditional forms of clinical training, 
students engaging in mindfulness training will be evaluated by their supervisors as being more 
competent in the important clinical domains of reflective practice, self-assessment, interpersonal 
relationships, affective skills, and intervention skills. 
Hypothesis 7. Compared to students engaging in traditional forms of clinical training, 
students engaging in mindfulness training will evaluate their respective training as being more 
beneficial to their developing competency in the important clinical domains of reflective 
practice, self-assessment, interpersonal relationships, affective skills, and intervention skills. 
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Chapter 2
 
Method 
 
 
 
Participants 
This study received approval from George Fox University’s IRB Human Subjects 
committee. Thereafter, participants were obtained from a convenience sample consisting of the 
2012-2013 first year cohort of George Fox University’s doctoral program of clinical psychology. 
The cohort was comprised of 14 females and 9 males. 19 of the students identified as European 
American; one student identified as Hispanic; one student identified as American Indian; and one 
student identified as bi-racial. Ages of the students ranged from 21 to 48 years with a mean age 
of 26.39 (SD = 5.6). Five of the students had a previous master’s degree in psychology. All 
members of the cohort volunteered to participate in this research in conjunction with their 
enrollment in a required Clinical Foundations course that focuses on basic therapeutic skills. 
As part of the class, the students were assigned to one of six supervision groups, with 
three or four students in each group. Each group was led by one of six Clinical Foundations 
course’s teaching assistants who functioned as the clinical supervisors for those enrolled. The 
investigator assigned each consenting member of each Clinical Foundations supervision group 
with a number (1 – 4) and, using an online random number generator, randomly assigned each 
consenting member of each supervision group to a Mindfulness Group or a Video Group. 
Random assignment resulted in disproportionate representation greater than 20% of the 
demographic variables of sex, ethnicity, and previous clinical psychology graduate degree, so the 
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investigator asked an administrative assistant, blind to the study, to reassign participants 
randomly until these demographic characteristics met acceptable proportional criteria. The 
Mindfulness Group consisted of 12 students, seven female and five male, with a mean age of 
27.67 (SD = 7.1). Two students in the Mindfulness Group identified as minority individuals, and 
three had previous master’s degrees in psychology. The Video Group consisted of 11 students, 
seven female and four male, with a mean age of 25.00 (SD = 3.0). Results of a post-hoc t-test 
showed the groups did not differ in age. Two students in the Video Group identified as minority 
individuals, and two had previous master’s degrees in psychology. 
As one of the requirements of the Clinical Foundations course, all participants were 
required to conduct 10 sessions of person-centered therapy with two volunteer undergraduate 
“pseudoclients” who received Introduction to Psychology course credit for their participation. 
Teaching assistants for the Clinical Foundations course screened out pseudoclients suspected of 
having significant psychopathology and paired pseudoclients with student therapists using their 
clinical judgment and their knowledge of their student therapists. Pseudoclients provided 
informed consent to participate in the experience and the research. Pseudoclients of the 
Mindfulness Group consisted of 15 females and 9 males. 17 of the students identified as 
European American; two student identified as Asian; two student identified as European; one 
student identified as Hispanic; one student identified as African American; and one student 
identified as Biracial. Ages of the students ranged from 18 to 41 years with a mean age of 19.63 
(SD = 4.6). Pseudoclients of the Video Group consisted of 15 females and 7 males. 20 of the 
students identified as European American; one student identified as Asian; and one student 
identified as Hispanic. Ages of the students ranged from 18 to 30 years old with a mean age of 
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19.73 (SD = 2.8). A post-hoc t-test analysis showed no age difference between the Mindfulness 
and Video groups.  
Measures  
Toronto Mindfulness Scale (TMS, Lau et al., 2006). The TMS is a 13-item, self-report 
measure that assesses state mindfulness on a 5-point Likert scale. A copy of the scale is found in 
Appendix B. Consistent with mindfulness definitions that include attention and attitude 
components, the TMS measures a dimension of “Decentering,” the metacognitive ability to 
observe one’s experience with some distance (e.g., “I was more concerned with being open to 
my experiences than controlling or changing them.”) and a dimension of  “Curiosity,” an attitude 
of curiosity about one’s present moment experience (e.g., “I was curious about my reactions to 
things”; Lau et al., 2006). Utilizing the results of 174 recruited participants that included both 
meditators and nonmeditators, Lau et al. (2006) found moderately strong internal consistency 
(Curiosity α = .88; Decentering α = .84). In a follow up study, Lau et al. (2006) demonstrated 
the TMS’s discriminate validity in that mindfulness meditators who had more than one year of 
experience (n = 23) scored significantly higher on both Curiosity and Decentering dimensions 
than mindfulness meditators (n = 20) with less than one year of experience. Lau et al. (2006) 
demonstrated criterion validity for the TMS, finding clinical samples totaling 99 patients with a 
variety of physical and psychological conditions scored significantly higher on the TMS after 
participation in an 8-week MBSR program. Lau et al. (2006) did not report test-retest reliability 
and no additional reliability or validity data have since been obtained (personal communication, 
October 21, 2012). The investigator of the current study administered the TMS to a sample of 
second-year doctoral students at the beginning and end of a three-hour cognitive behavioral 
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therapy class during which the investigator taught mindfulness concepts and incorporated 
mindfulness experiential exercises. Seventeen students completed pre- and post-class measures, 
and a stability coefficient for the measure was found to be .66. Pre-class mean was 27.29 (7.47), 
and post-class mean was 32.71 (5.63). The TMS was used to measure students’ ability to enter a 
mindful state pre- and post-intervention. An additional item was added to the TMS to assess 
participants’ frequency of current mindfulness practices including meditation, body scanning, 
yoga, tai chi, and qigong. 
Outcome Rating Scale, Third Version (ORS; Miller & Duncan, 2000b). The ORS 
consists of four self-report, visual analogue items that measure patient’s perceptions of their 
functioning, and is administered immediately preceding or following a therapy session. A copy 
of the scale is found in Appendix C. Each of the four ORS items assesses one of the following 
domains: individual, interpersonal, social, and an overall rating. Clients respond to the items by 
making a hash mark on a measurement line to indicate their impression of their functioning. 
Each item is scored by measuring the location of the hash mark on a 10-centimeter line, rounding 
to the nearest millimeter; item scores range from 0 to 10. The four items evenly contribute to a 
total functioning score that can range from 0 to 40. In an outpatient clinical sample of 65 
patients, Campbell and Hemsley (2009) demonstrated the ORS has strong internal consistency (α 
= .90) and that its items have moderate to strong inter-correlations (r ranging from .58 to .96). 
Campbell and Hemsley also showed moderate to strong correlations (r’s = .24 – .75) with the 
subscales of the Outcome Questionnaire-45 (Lambert et al., 1996), a lengthier measure of 
therapeutic outcomes. Miller, Duncan, Brown, Sparks, and Claud (2003) found a moderate 
overall correlation (r = .59) between the ORS and the Outcome Questionnaire-45 in 335 
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administrations with 86 nonclinical participants. In this nonclinical sample, Miller, et al. found 
the ORS had a stability coefficient of .66 with insignificant changes in scores (p > .1). However, 
in their clinical sample of 435 participants, they demonstrated significant increases in ORS 
scores (p < .00001), suggesting the measure is sensitive to therapeutic change. Campbell and 
Hemsley found the ORS deviated from a normal distribution, however the deviations from 
normality did not significantly impact their parametric analysis. The ORS was used to measure 
pseudoclients’ perceptions of their functioning at the beginning and end of 10 sessions of 
pseudotherapy. 
Session Rating Scale, Third Version (SRS; Miller, Duncan, & Johnson, 2000). The 
SRS consists of four self-report, visual analogue items that measure patients’ perceptions of the 
therapeutic alliance of a given session, administered immediately following that therapy session. 
A copy of the scale is found in Appendix D. Each of the four SRS items assesses one of the 
following domains: relationship, goals and topics, approach or method, and an overall session 
rating. Clients respond to the items by making a hash mark on a measurement line to indicate 
their impression of the therapy session that just transpired. Each item is scored by measuring the 
location of the hash mark on a 10-centimeter line, rounding to the nearest millimeter; item scores 
range from 0 to 10. The four items evenly contribute to a total alliance score that can range from 
0 to 40. In an outpatient clinical sample of 65 patients, Campbell and Hemsley (2009) 
demonstrated the SRS has strong internal consistency (α = .93) and that its items are highly 
inter-correlated (r ranging from .74 to .86, p < .01), suggesting it is a “global measure” of 
alliance (Duncan et al., 2003, p. 8). In a sample of 70 outpatient participants, Duncan et al. 
(2003) found the SRS to be moderately correlated (r = .48) with the Helping Alliance 
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Questionnaire-II (Luborsky et al., 1996) and have a stability coefficient of .64. Campbell and 
Hemsley (2009) showed moderate to high correlations (r’s = .37 – .63) with the subscales of the 
Working Alliance Inventory – 12 (Horvath & Greenberg, 1986). Both Campbell and Hemsley 
(2009) and Duncan et al. (2003) found SRS scores to be significantly, though weakly, correlated 
with treatment outcomes (r’s =  .27 – .36). SRS results tend to be negatively skewed; Miller and 
Duncan (2000a) reported that the Center for Clinical Informatics’ independent analysis of over 
15,000 SRS administrations showed that fewer than 24% of sessions score less than 36 out of 40. 
The SRS was used to measure pseudoclients’ perceptions of their student therapists’ ability to 
establish therapeutic alliances. 
Therapeutic Presence Scale – Client (TPS-C). The TPS-C consists of four self-report 
visual analogue items that intend to measure patients’ perceptions of their therapists’ therapeutic 
presence immediately following a given session. A copy of the scale is found in Appendix E. 
Each of the four TPS-C items assesses one of the following domains: attention, attitude, 
authenticity, and connection. Clients respond to the items by making a hash line nearest the pole 
that best fits their impression of the previous therapy session. Each item is scored by measuring 
the location of the hash mark on a 10-centimeter line, rounding to the nearest millimeter; item 
scores range from 0 to 10. The four items evenly contribute to a total therapeutic presence score 
that can range from 0 to 40. No reliability or validity statistics existed for this measure because 
the investigator developed the measure for this research based on Geller and Greenberg’s (2012) 
theory of therapeutic presence (described above) and Kabat-Zinn (2003) and Bishop et al.’s 
(2004) definitions of mindfulness (described above). While several instruments exist to measure 
therapeutic alliance, the investigator, after an extensive literature review, found an unfortunate 
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shortage of adequate instruments for the measurement of therapeutic presence. For example, 
Geller, Greenberg, and Watson (2010) created client and therapist-rated measures of therapeutic 
presence, but the measures are couched in language that the investigator found problematic. 
Tannen and Daniels (2010) elaborated that therapeutic presence has likely been underexplored 
for the following reasons: “theoretical foreclosure” (p. 8) on the conceptualization of the 
therapeutic relationship as a therapeutic alliance, “atomistic rather than holistic” (p. 9) 
approaches to therapeutic relationship research, “unexplained discrepancy” (p. 9) in clients’ and 
therapists’ perceptions of the therapeutic relationship, meta-analytic research that sacrifices 
depth of understanding, and positivistic approaches to social science research that have excluded 
experiences such as therapeutic presence. The TPS-C was used to measure pseudoclients’ 
perceptions of their student therapists’ ability to establish therapeutic presence. 
Therapeutic Presence Scale – Therapist (TPS-T). The TPS-T consists of four self-
report visual analogue items that intend to measure therapists’ perceptions of their own 
therapeutic presence immediately following a given session. A copy of the scale is found in 
Appendix F. Each of the four TPS-T items assesses one of the following domains: attention, 
attitude, authenticity, and connection. Clients respond to the items by making a hash line nearest 
the pole that best fits their impression of the previous therapy session. Each item is scored by 
measuring the location of the hash mark on a 10-centimeter line, rounding to the nearest 
millimeter; item scores range from 0 to 10. The four items evenly contribute to a total therapeutic 
presence score that can range from 0 to 40. No reliability or validity statistics existed for this 
measure because the investigator developed the measure for this research as a parallel measure to 
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the TPS-C. The TPS-T was used to measure pseudo-therapists’ perceptions of their own ability 
to establish therapeutic presence. 
Supervisor Questionnaire. The Supervisor Questionnaire consists of five, 5-point Likert 
scale items that intend to measure supervisors’ pre- and post-intervention perceptions of their 
supervisees. A copy of the scale is found in Appendix G. Each of the five Supervisor 
Questionnaire items assesses one of the following competencies: reflective practice, self-
assessment and self-care, interpersonal relationships, affective skills, and intervention skills. All 
items of the measure contribute evenly to a total competency score that can range from 5 to 25. 
No reliability or validity statistics existed for this measure because the investigator developed the 
measure for this research based on competency domains targeted by the intervention. The 
Supervisor Questionnaire was used to measure teacher’s assistants’ perceptions of their 
supervisees, the pseudo-therapists. 
Student Questionnaire. The Student Questionnaire consists of five, 5-point Likert scale 
items that intend to measure participants’ post-intervention perception of the benefits of training 
to their clinical competency. A copy of the scale is found in Appendix H. Each of the five 
Student Questionnaire items assesses one of the following competencies: reflective practice, self-
assessment and self-care, interpersonal relationships, affective skills, and intervention skills. All 
items of the measure contribute evenly to a total competency score that can range from 5 to 
25. No reliability or validity statistics existed for this measure because the investigator developed 
the measure for this research as a parallel measure to the Supervisor Questionnaire. The Student 
Questionnaire was used to measure pseudo-therapists’ perceptions of the benefits of their 
respective trainings to their clinical competency. 
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Mindfulness Questionnaire. The Mindfulness Questionnaire consists of five, 5-point 
Likert scale items that intend to gauge and possibly increase the Mindfulness Group participants’ 
training adherence and motivation. It was designed to be completed anonymously to minimize 
response bias. A copy of the questionnaire is found in Appendix I. Each of the five Mindfulness 
Questionnaire items assesses one of the following addresses one of the following: participants’ 
engagement with the training, perception of the training, perception of stress, and disclosure 
level. All items of the measure are scored independently, with item scores that can range from 0 
to 4. No reliability or validity statistics existed for this measure because the investigator 
developed the measure for this research. The Mindfulness Questionnaire was used to gauge and 
possibly increase the Mindfulness Group participants’ training adherence and motivation. 
Video Questionnaire. The Video Questionnaire consists of five, 5-point Likert scale 
items that intend to gauge and possibly increase the Mindfulness Group participants’ training 
adherence and motivation. It was designed to be completed anonymously to minimize response 
bias. A copy of the questionnaire is found in Appendix J. Each of the five Video Questionnaire 
items assesses one of the following addresses one of the following: participants’ engagement 
with the training, perception of the training, perception of stress, and disclosure level. All items 
of the measure are scored independently, with item scores that can range from 0 to 4. No 
reliability or validity statistics existed for this measure because the investigator developed the 
measure for this research as a parallel measure to the Mindfulness Questionnaire. The Video 
Questionnaire was used to gauge and possibly increase the Video Group participants’ training 
adherence and motivation. 
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Procedures  
In the first week of the spring semester’s Clinical Foundations class, the professor of the 
class introduced the investigator of this study. The professor informed the class that it would be 
randomly divided into a Mindfulness Group and a Video Group in order to provide the students 
with a higher level of individual attention and to contribute to a research program focused on 
clinical training in which the investigator was involved. The professor introduced an informed 
consent procedure to solicit student involvement, which was not mandatory. A copy of the 
informed consent form is found in Appendix K. The professor informed the class that he and the 
investigator would alternate leading the two groups, and each group would have approximately 
equal exposure to both instructors. The professor asked the members of each group not to share 
their group experiences with members of the other group due to the nature of scientific research, 
but he stated they would be free to discuss the contents of the trainings with members of their 
own training group. All students agreed to participate in this study.  
To assess all participants’ pre-treatment ability to enter a mindful state, the investigator 
led the class in a group mindfulness experience, giving the following modified instructions taken 
from the standardization procedure of the TMS: “For the next 10 minutes, please pay attention to 
your breathing and anything that might arise during your experience.” Immediately following the 
TMS experience, participants completed the modified TMS, which took approximately two 
minutes. The investigator scored the TMS results. 
The Mindfulness Group participated in a mindfulness program adapted from Jon Kabat-
Zinn’s Full Catastrophe Living (2005) consisting of seven 30-minute mindfulness trainings in 
which participants focus on their breath, body, sounds, thoughts, feelings, others’ thoughts, and 
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others’ feelings. A copy of the trainings can be found in Appendix L. For approximately the first 
15 minutes of the initial session, the investigator introduced the construct of mindfulness and 
discussed its relevance to clinical training, following the basic outline of the introduction of this 
document. The investigator then guided the group in approximately 10 minutes of a mindfulness 
exercise in which participants focused on their breath. The mindfulness practice was followed by 
approximately five minutes of discussion initiated by the investigator with the question, “How 
was this experience for you and how might it be relevant to your clinical work?" 
Thereafter, one training session occurred weekly for six more weeks, for a total of seven 
training sessions. The class’s professor and the investigator of the study alternated leadership of 
the Mindfulness Group to control for potential instructor bias. The class’s professor was absent 
one week during which one of his teacher’s assistants led the Video Group. For each of the 
subsequent six training sessions, the investigator or professor guided the group in approximately 
five minutes of group discussion related to their mindfulness practice and its clinical relevance 
Following the discussions, the investigator or the class’s professor lead the group in 
approximately 15-minute group mindfulness practices that began with participants focusing on 
their breath before shifting their attention to one or more of the following: their bodies, sounds, 
their thoughts, their feelings, others’ thoughts, and others’ feelings. Each mindfulness exercise 
was followed by approximately 10 minutes of group discussion about the exercise and how it 
might be relevant to their clinical work. Participants were encouraged to practice mindfulness 
exercises during the week and before each therapy session they conducted and to refrain from 
sharing content from the trainings with their non-mindfulness counterparts. The Mindfulness 
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Questionnaire was administered at the end of sessions two through seven to increase motivation 
and engagement with the training. Each administration took approximately one minute. 
In order to compare the effects of mindfulness training with more typical methods of 
clinical training, the Video Group received a similar amount of time in being trained in non-
mindfulness related content, thereby functioning as a treatment-as-usual group. Accordingly, the 
Video Group participated in seven 30-minute trainings in which they viewed and discussed 
therapy videos at the same time and in a separate room as the Mindfulness Group. Expert 
therapist Leslie Greenberg (Brown et al., 2012; Carlson, Greenberg, Brown, & Tullos, 2007) was 
presented in sessions one through five. Expert therapist Nancy McWilliams (Brown et al., 2012) 
was presented in session six. Expert therapist Judith Beck (Brown et al., 2012) was presented in 
session seven. These therapists demonstrated basic therapeutic relationship skills such as 
reflective, empathic listening, but they did not discuss or demonstrate mindfulness. In the initial 
session, for approximately 10 minutes, the course professor introduced the relevance of watching 
therapy videos in clinical training. The group, including the professor, then watched a video 
segment lasting approximately 15-minutes followed by approximately five minutes of discussion 
related to their experience of the video and how it might be relevant to their clinical work. For 
each of the subsequent six training sessions, the professor or the investigator guided the group in 
approximately 5 minutes of discussion related to their clinical work and the video trainings. 
Following the discussions, the professor or the investigator guided the group in watching 
approximately 15-minute segments of therapy videos. Each viewing was followed by 
approximately 10 minutes of group discussion about the video and how it might be relevant to 
their clinical work. Those in the Video Group were encouraged to reflect on the skills 
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demonstrated in the video during the week and before each therapy session they conducted and 
to refrain from sharing content from the trainings with their mindfulness counterparts. The Video 
Questionnaire was administered at the end of sessions two through seven to increase motivation 
and engagement with the training. Each administration took approximately one minute. 
At the end of each of the 10 “pseudotherapy” sessions, all pseudoclients completed the 
SRS followed by the TPS-C, which took approximately one minute total to complete. During this 
time, the pseudo-therapists completed the TPS-T, which took approximately 30 seconds. These 
measures were then scored by the pseudotherapists and kept in a secure location. The week after 
completion of the mindfulness and video interventions (week 8), participants once again 
participated in a seated mindfulness exercise after the investigator gave the following 
instructions: “For the next 10 minutes, please pay attention to your breathing and anything that 
might arise during your experience.” Participants completed the modified TMS following this 
experience to assess all participants’ post-treatment ability to enter a mindful state; the TMS 
administration took approximately two minutes. Participants then also completed the Student 
Questionnaire, which took approximately 1 minute. 
Both at the beginning and the end of the spring semester, the Clinical Foundations class 
teacher’s assistants completed the Supervisor Questionnaire as a pre- and post-intervention 
measure, which took approximately two minutes per administration. The investigator scored the 
Supervisor Questionnaire results. 
During the summer term, the investigator and professor met with all first year student 
participants to inform them about the content of both trainings, to provide them with the content 
of the training missed, and to discuss how they experienced the trainings. 
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Chapter 3 
 
Results 
 
 
 
Within the Mindfulness Group, one trainee refused to participate in the mindfulness 
trainings at the end of the first session, preferring to engage in personal prayer instead. 
Therefore, her data are not included in the analyses reported below. Notably, this trainee’s pre- 
and post-intervention TMS scores (33.00 and 15.00, respectively) were highly discrepant with 
the Mindfulness Group’s mean pre- and post-intervention TMS scores (23.73, 33.36), suggesting 
this trainee’s approach was dissimilar to the mindfulness training. 
Hypothesis 1 – TMS. To test for possible differences between Mindfulness Group 
participants and Video Group participants in their perceived ability to enter into a mindfulness 
state, a two-way (2 (pre-post) x 2 (treatment group)) repeated measures ANOVA was computed 
with the pre- and post TMS total scores as the within-subjects factors. Means and standard 
deviations are found in Table 1. Mauchly’s test indicated the assumption of sphericity had not 
been violated. Results showed a significant increase in TMS scores for the post-test condition 
(F(1, 20) = 4.70, p < .04, η2p  = .19). Results also showed a significant treatment group effect 
was obtained (F(1, 20) = 5.86, p < .03, η2p  = .23), with the Mindfulness Group obtaining higher 
scores. A significant pre-post x treatment group interaction was found (F(1, 20) = 5.07, p < .04, 
η2p  = .20), indicating the Mindfulness Group showed greater gains than the Video Group in the 
post-test condition. 
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TMS subscales of Curiosity and Decentering, which align with mindfulness definitions 
that include attitude and attention components, were examined to test for possible differences in 
their relative impact on the significant difference found between treatment groups in the pre- 
versus post-intervention TMS total scores. Accordingly, two additional two-way repeated 
measures ANOVAs were computed using TMS sub-scores Curiosity and Decentering as the 
within-subjects factors. Means and standard deviations are also found in Table 1. Mauchly’s test 
indicated the assumption of sphericity had not been violated with either analysis. Results showed 
no significant change from pre- to post-intervention for Curiosity scores (F(1, 20) = .65, p < .43, 
η2p  = .03). No significant treatment group effect was obtained (F(1, 20) = 2.95, p < .10, η2p  = 
.13). Results showed no significant interaction between treatment groups and pre- versus post-
intervention Curiosity scores (F(1, 20) = 3.33, p < .08, η2p  = .14). In contrast, results showed a 
significant increase in Decentering scores for the post-test condition (F(1, 20) = 11.04, p = .003, 
η2p  = .36). No significant treatment group effect was obtained (F(1, 20) = 3.49, p < .08, η2p  = 
.15). Results showed a near significant interaction effect between treatment groups in pre- versus 
post-intervention Decentering scores (F(1, 20) = 3.70, p < .07, η2p  = .16), with the Video Group 
showing no meaningful change, but the Mindfulness Group demonstrating marked gains. 
Therefore, consistent to Hypothesis 1, TMS results showed the Mindfulness Group participants 
increased their self-perceived ability to enter a mindful state, with the bulk of these gains in the 
Decentering domain of the TMS. 
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Table 1 
TMS Means and SDs (in parentheses) for Mindfulness (n = 11) and Video (n = 11) Groups  
 
Group Pre-Treatment Post-Treatment 
Post – Pre 
Difference 
Mindfulness 23.73 (6.57) 33.36 (8.62) 9.63 TMS Total 
Video 22.64 (7.57) 22.46 (8.07)        - 0.18 
Mindfulness 12.18 (4.62) 15.00 (4.73) 2.82 TMS Curiosity 
Video 11.36 (4.65) 10.27 (4.15)        - 1.09 
Mindfulness 11.55 (4.08) 18.36 (5.20) 6.81 TMS Decentering 
Video 11.27 (3.88) 13.09 (5.19) 1.82 
Note: TMS = Toronto Mindfulness Scale 
 
Hypothesis 2 – ORS. To test for possible differences between Mindfulness Group 
participants and Video Group participants in their clients’ perceived therapeutic outcome, a two-
way (2 (pre-post) x 2 (treatment group)) repeated measures ANOVA was computed with the 
ORS total score as the within-subjects factors. Means and standard deviations are found in Table 
2. Mauchly’s test indicated the assumption of sphericity had not been violated. Results showed a 
significant increase in ORS scores for the post-test condition (F(1, 38) = 37.77, p < .001, η2p  = 
.50). No significant treatment group effect was obtained (F(1, 38) = .55, p < .46, η2p  = .01).  
However, results showed a significant difference between groups across sessions on ORS scores 
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(F(1, 38) = 7.09, p < .01, η2p  = .16), with the Video Group showing greater gains than the 
Mindfulness Group in the post-test condition. 
ORS subscales of Individually, Interpersonally, Socially, and Overall were examined to 
test for possible differences in their relative impact on the significant difference between 
treatment groups in the pre- versus post-intervention ORS total scores. Accordingly, four 
additional two-way repeated measures ANOVAs were computed using the ORS subscores 
Individually, Interpersonally, Socially, and Overall. Means and standard deviations are found in 
Table 2. Mauchly’s test indicated the assumption of sphericity had not been violated with each of 
the four analyses. Results showed a significant increase in Individually scores for the post-test 
condition (F(1, 38) = 32.05, p < .001, η2p  = .46). No significant treatment group effect was 
obtained (F(1, 38) = .04, p < .85, η2p  = .001). However, results showed a significant difference 
between treatment groups across sessions on Individually scores (F(1, 38) = 7.74, p < .01, η2p  = 
.17), with the Video Group showing greater gains than the Mindfulness Group in the post-test 
condition. Similarly, results showed a significant increase in Interpersonally scores for the post-
test condition (F(1, 38) = 11.96, p < .001, η2p  = .24). No significant treatment group effect was 
obtained (F(1, 38) = .20, p < .66, η2p  = .01). Results showed a significant difference between 
treatment groups across sessions on Interpersonally scores (F(1, 38) = 4.14, p < .05, η2p  = .10), 
with the Video Group again showing greater gains than the Mindfulness Group in the post-test 
condition. Results showed a significant increase in Socially scores for the post-test condition 
(F(1, 38) = 24.22, p < .001, η2p  = .39). No significant treatment group effect was obtained (F(1, 
38) = .77, p < .39, η2p  = .02). However, results showed no significant difference between 
treatment groups across sessions on Socially scores (F(1, 38) = 2.84, p < .10, η2p  = .07). Results 
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showed a significant increase in Overall scores for the post-test condition (F(1, 38) = 34.12, p < 
.001, η2p  = .47). No significant treatment group effect was obtained (F(1, 38) = .87, p < .36, η2p  
= .02). Results showed no differential performance between treatment groups from pre- to post-
test sessions on Overall scores (F(1, 38) = 2.36, p < .13, η2p  = .06). Therefore, contrary to 
Hypothesis 2, ORS results showed that both treatment groups obtained positive therapeutic 
outcomes, with the Video Group’s clients often perceiving more positive change, particularly in 
the Individually and Interpersonally domains of the ORS. 
 
Table 2 
ORS Means and SDs (in parentheses) for Mindfulness (n = 19) and Video (n = 21) Groups 
 Group Pre-Treatment Post-Treatment 
Post – Pre 
Difference 
ORS Total Mindfulness    30.36 (5.72) 33.06 (5.69) 2.70 
 Video    29.32 (5.29) 36.14 (2.73) 
6.82 
ORS Individually Mindfulness 7.85 (1.08) 8.42 (1.24) 0.57 
 Video 7.36 (1.45) 9.02 (0.72) 1.66 
ORS Interpersonally Mindfulness 7.56 (2.09) 8.00 (2.50) 0.44 
 Video 7.16 (1.68) 8.85 (1.04) 1.69 
ORS Socially Mindfulness 7.26 (1.91) 8.20 (1.37) 0.94 
 Video 7.13 (2.10) 9.06 (0.79) 1.93 
ORS Overall Mindfulness 7.71 (1.38) 8.55 (1.24) 0.84 
 Video 7.72 (1.43) 9.16 (0.68) 1.44 
Note: ORS = Outcome Rating Scale 
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Hypothesis 3 – SRS. To test for possible differences between Mindfulness Group 
participants and Video Group participants in their clients’ perceived therapeutic alliance, a two-
way (10 (sessions) x 2 (treatment group)) repeated measures ANOVA was computed using the 
SRS total session scores. Means and standard deviations are found in Table 3. Mauchly’s test 
indicated the assumption of sphericity had been violated, so degrees of freedom were corrected 
using Greenhouse-Geisser estimates of sphericity. Results showed a significant difference across 
sessions on SRS scores (F(4.02, 132.59) = 15.72, p < .001, η2p  = .32). No significant treatment 
group effect was obtained (F(1, 33) = .02, p < .90, η2p  = .00). Results showed no significant 
difference between treatment groups in SRS scores across sessions (F(4.02, 132.59) = 1.91, p < 
.11, η2p  = .06). Figure 1 shows the pattern of SRS scores over sessions for both groups; SRS 
scores appear to increase as sessions progress, with the greatest improvements observed in the 
first few sessions. With respect to Hypothesis 3, contrary to the hypothesis, both groups showed 
similar overall amounts of improvement in their ability to form therapeutic alliances as perceived 
by their clients. 
Hypothesis 4 – TPS-C. To test for possible differences between the Mindfulness and 
Video Groups in their clients’ perception of therapeutic presence, a two-way (10 (sessions) x 2 
(treatment group)) repeated measures ANOVA was computed using TPS-C total scores. Means 
and standard deviations are found in Table 4. Mauchly’s test indicated the assumption of 
sphericity had been violated, so degrees of freedom were corrected using Greenhouse-Geisser 
estimates of sphericity. Results showed a significant difference across sessions (F(3.62, 108.66) 
= 5.79, p < .001, η2p  = .16). No significant treatment group effect was obtained (F(1, 30) = .16, p 
< .69, η2p  = .01). Results showed no significant difference between treatment groups across  
Mindfulness Training     34 
 
Table 3 
SRS Means and SDs (in parentheses) for Mindfulness (n = 16) and Video (n = 19) Groups 
 Group Mean (SD) 
Difference from 
Session 10 
SRS Total Session 1 Mindfulness 34.36 (3.99) 4.28 
 Video 36.04 (2.93) 2.69 
SRS Total Session 2 Mindfulness 36.96 (2.33) 1.68 
 Video 35.72 (4.87) 3.01 
SRS Total Session 3 Mindfulness 36.70 (3.14) 1.94 
 Video 37.60 (2.44) 1.13 
SRS Total Session 4 Mindfulness 37.93 (2.37) 0.71 
 Video 37.97 (2.31) 0.76 
SRS Total Session 5 Mindfulness 38.24 (1.92) 0.40 
 Video 38.14 (2.15) 0.59 
SRS Total Session 6 Mindfulness 37.73 (3.08) 0.91 
 Video 38.07 (2.34) 0.66 
SRS Total Session 7 Mindfulness 38.54 (1.56) 0.10 
 Video 38.27 (2.45) 0.46 
SRS Total Session 8 Mindfulness 38.68 (1.42)            - 0.04 
 Video 38.23 (2.54) 0.50 
SRS Total Session 9 Mindfulness 38.51 (1.77) 0.13 
 Video 38.43 (1.98) 0.30 
SRS Total Session 10 Mindfulness 38.64 (1.68) 0 
 Video 38.73 (1.87) 0 
Note: SRS = Session Rating Scale 
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Therapy Session Number 
 
Figure 1. SRS Scores for Mindfulness and Video Groups over 10 Therapy Sessions  
 
sessions (F(3.62, 108.66) = .22, p < .92, η2p  = .01). Figure 2 shows the pattern of TPS-C scores 
over sessions for both groups; TPS-C scores appear to generally increase for the first few 
sessions, remain relatively static for a few sessions, and then continue their slow rise. Contrary to 
expectation but similar to the SRS findings, both groups showed similar amounts of 
improvement in their ability to form therapeutic presence as perceived by their clients. 
Hypothesis 5 – TPS-T. To test for possible differences between the Mindfulness and 
Video Group participants in their perception of their own therapeutic presence, a two-way (10 
(sessions) x 2 (treatment group)) repeated measures ANOVA was computed using the TPS-T 
total score across sessions. Means and standard deviations are found in Table 5. Mauchly’s test 
indicated the assumption of sphericity had been violated, so degrees of freedom were corrected 
using Greenhouse-Geisser estimates of sphericity. Results showed a significant increase across  
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Table 4 
TPS-C Means and SDs (in parentheses) for Mindfulness (n = 15) and Video (n = 17) Groups 
 Group Mean (SD) 
Difference from 
Session 10 
TPS-C Total Session 1 Mindfulness 36.75 (3.17) 1.87 
 Video 36.93 (2.71) 1.46 
TPS-C Total Session 2 Mindfulness 37.21 (2.44) 1.41 
 Video 36.76 (4.93) 1.63 
TPS-C Total Session 3 Mindfulness 37.51 (2.55) 1.11 
 Video 37.14 (3.22) 1.25 
TPS-C Total Session 4 Mindfulness 38.06 (2.30) 0.56 
 Video 37.85 (2.57) 0.54 
TPS-C Total Session 5 Mindfulness 38.55 (1.64) 0.07 
 Video 37.97 (2.94) 0.42 
TPS-C Total Session 6 Mindfulness 38.33 (1.97) 0.29 
 Video 37.92 (2.23) 0.47 
TPS-C Total Session 7 Mindfulness 38.33 (1.61) 0.29 
 Video 37.68 (3.51) 0.71 
TPS-C Total Session 8 Mindfulness 38.35 (2.04) 0.27 
 Video 38.09 (2.52) 0.30 
TPS-C Total Session 9 Mindfulness 38.58 (1.62) 0.04 
 Video 38.31 (2.21) 0.08 
TPS-C Total Session 10 Mindfulness 38.62 (1.74) 0 
 Video 38.39 (2.28) 0 
Note: TPS-C = Therapeutic Presence Scale - Client 
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Client
 
    Therapy Session Number 
Figure 2. TPS-C Scores for Mindfulness and Video Groups over 10 Therapy Sessions  
 
sessions on TPS-T scores (F(5.46, 169.11) = 9.27, p < .001, η2p  = .23). Again, no significant 
treatment group effect was obtained (F(1, 31) = .2.33, p < .14, η2p  = .07). Results also again 
showed no significant difference between treatment groups in TPS-T scores across sessions 
(F(5.46, 169.11) = 1.36, p < .24, η2p  = .04). Figure 3 shows the pattern of TPS-T scores over 
sessions for both groups; TPS-T scores show a trend of increasing scores as sessions progress, 
though the gains are non-linear. Both groups showed similar amounts of improvement in their 
ability to form therapeutic presence as perceived by themselves. 
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Table 5 
TPS-T Means and SDs (in parentheses) for Mindfulness (n = 16) and Video (n = 17) Groups 
 Group Mean 
Difference from 
Session 10 
TPS-T Total Session 1 Mindfulness 33.12 (4.47) 4.04 
 Video 28.46 (8.72) 9.45 
TPS-T Total Session 2 Mindfulness 32.49 (6.35) 4.67 
 Video 31.72 (5.85) 6.19 
TPS-T Total Session 3 Mindfulness 35.36 (3.73) 1.8 
 Video 33.15 (5.77) 4.76 
TPS-T Total Session 4 Mindfulness 35.75 (3.73) 1.41 
 Video 32.54 (6.50) 5.37 
TPS-T Total Session 5 Mindfulness 36.81 (3.49) 0.35 
 Video 35.07 (4.46) 2.84 
TPS-T Total Session 6 Mindfulness 36.83 (3.28) 0.33 
 Video 35.09 (4.97) 2.82 
TPS-T Total Session 7 Mindfulness 37.01 (2.44) 0.15 
 Video 34.62 (4.90) 3.29 
TPS-T Total Session 8 Mindfulness 34.32 (5.80) 2.84 
 Video 34.52 (5.01) 3.39 
TPS-T Total Session 9 Mindfulness 37.46 (1.71)            - 0.30 
 Video 35.52 (6.37) 2.39 
TPS-T Total Session 10 Mindfulness 37.16 (2.60) 0 
 Video 37.91 (2.65) 0 
Note: TPS-T = Therapeutic Presence Scale - Therapist 
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Figure 3. TPS-T Scores for Mindfulness and Video Groups over 10 Therapy Sessions  
 
 
Hypothesis 6 – Supervisor Questionnaire. To test for possible differences between 
Mindfulness and Video Group participants in their teacher’s assistants’ perception of their 
competency, a two-way (2 (pre-post) x 2 (treatment group)) repeated measures ANOVA was 
computed using the Supervisor Questionnaire total score as the dependent variable. Means and 
standard deviations are found in Table 6. Mauchly’s test indicated the assumption of sphericity 
had not been violated. Results showed a significant increase in Supervisor Questionnaire scores 
for the post-test condition (F(1, 20) = 12.57, p < .01, η2p  = .39). No significant treatment group 
effect was obtained (F(1, 20) = .19, p < .67, η2p  = .01). Results showed no significant difference 
between treatment groups with pre- versus post-intervention Supervisor Questionnaire scores 
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(F(1, 20) = 0.00, p < 1.00, η2p  = .00). Therefore, contrary to Hypothesis 6, both groups showed 
similar improvement in their clinical competency as perceived by their student supervisors.  
 
Table 6 
Supervisor Questionnaire Means and SDs (in parentheses) for Mindfulness (n = 11) and Video 
(n = 11) Groups 
 Group Pre-Treatment 
Post-
Treatment 
Post – Pre 
Difference 
Supervisor Questionnaire Mindfulness 15.64 (3.23) 18.36 (2.01) 2.72 
 Video 16.00 (2.19) 18.73 (3.04) 2.73 
 
 
Hypothesis 7 – Student Questionnaire. To test for possible differences between 
Mindfulness and Video Group participants in their perception of their respective trainings’ 
benefits to their clinical competency, a one-way (1 (total score) x 2 (treatment group)) ANOVA 
was computed using the Student Questionnaire total score as the dependent variable. Means and 
standard deviations are found in Table 7. Mauchly’s test indicated the assumption of sphericity 
had not been violated. Levene’s test indicated the assumption of equality of variances had not 
been violated. Results showed the Mindfulness Group rated the benefits of their training 
significantly greater than the Video Group rated the benefits of their training (F(1, 20) = 5.24, p 
< .03). 
Student Questionnaire subscales of Self-Reflection, Relationships, Affect, Intervention, 
and Self-Care were examined to test for possible differences in their relative impact on the 
significant difference between treatment groups. Accordingly, a one-way (5 (sub-scores) x 2 
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(treatment group)) ANOVA was computed using the Student Questionnaire sub-scores Self-
Reflection, Relationships, Affect, Intervention, and Self-Care as the dependent variables. Means 
and standard deviations are found in Table 7. Levene’s test indicated the assumption of equality 
of variances had not been violated. Results showed the Mindfulness Group rated the benefits of 
their training significantly greater than the Video Group rated the benefits of their training on 
Self-Reflection (F(1, 20) = 7.22, p < .01) and Self-Care (F(1, 20) = 19.41, p < .001). Results 
showed no significant differences between perceived benefits on Relationship (F(1, 20) = .69, p 
< .42), Affect (F(1, 20) = .17, p < .68), or Intervention (F(1, 20) = 1.15, p < .30). Therefore, 
compared to the Video Group, the Mindfulness Group perceived their training as more beneficial 
to their clinical training, particularly in the competency domains of Self-reflection and Self-care. 
Upon analyzing the data for the major hypotheses, questions arose as to whether different 
types of students might have more effectively incorporated the Mindfulness and Video trainings 
than others. Accordingly, Supplemental Analyses 1 through 3, reported below, were conducted 
to explore the relative impact of various independent variables upon dependent variables from 
the major hypotheses. 
Supplemental Analysis 1. The question arose as to whether students at a more advanced 
stage of training might more effectively incorporate the mindfulness training content. During the 
fall semester before conducting the current experiment, the investigator was a teacher’s assistant 
for a second-year doctoral student Cognitive Behavioral Psychotherapy course. The professor of 
this course asked the investigator to guest lecture one three-hour class, introducing mindfulness 
and third-wave Cognitive Behavioral Psychotherapy. The investigator administered the TMS at 
the beginning of this class with the same modified directions the current study utilized. The  
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Table 7 
Student Questionnaire Means and SDs (in parentheses) for Mindfulness (n = 11) and Video (n = 
11) Groups 
  Group Mean 
Student Questionnaire Total Mindfulness     16.91 (4.28) 
 Video     12.91 (3.91) 
Student Questionnaire Reflection Mindfulness 3.55 (1.13) 
 Video 2.36 (0.92) 
Student Questionnaire Relationship Mindfulness 3.27 (1.01) 
 Video 2.91 (1.04) 
Student Questionnaire Affect Mindfulness 3.27 (0.90) 
 Video 3.09 (1.14) 
Student Questionnaire Intervention Mindfulness 3.27 (1.10) 
 Video 2.82 (0.87) 
Student Questionnaire Self-Care Mindfulness 3.46 (0.82) 
 Video 1.73 (1.01) 
 
 
 
investigator then lectured on mindfulness concepts and theory, incorporating mindfulness 
experiential exercises during the lecture. At the end of the lecture, the investigator informed the 
students he was planning to conduct future research related to mindfulness and provided them 
with the voluntary, anonymous opportunity to complete a post-class TMS for exploratory 
purposes. The investigator then, once again, administered the TMS utilizing the same modified 
directions of the current study. As previously indicated, 17 students voluntarily completed pre- 
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and post-class measures, and a stability coefficient for the measure was found to be .66. Pre-class 
mean was 27.29 (7.47), and post-class mean was 32.71 (5.63). 
To test for possible differences between Mindfulness Group participants and CBT Class 
participants in their perceived ability to enter into a mindfulness state, three two-way (2 (pre-
post) x 2 (treatment group)) repeated measures ANOVAs were computed with the TMS total 
scores, TMS sub-score Curiosity, and TMS sub-score Decentering as the within-subjects factors. 
Means and standard deviations are found in Table 8 along with, for comparison purposes, the 
Curiosity and Decentering means and standard deviations for the TMS validation sample who 
completed an eight-week manualized MBSR program (Lau et al., 2006). Mauchly’s test 
indicated the assumption of sphericity had not been violated for all three analyses. Results 
showed a significant increase in TMS total scores for the post-test condition (F(1, 26) = 24.63, p 
< .001, η2p  = .49). Results showed no significant treatment group effect was obtained (F(1, 26) = 
.41, p < .53, η2p  = .02). Results showed no significant difference between treatment groups with 
the pre- versus post-intervention TMS scores (F(1, 26) = 1.94, p < .18, η2p  = .07). Similarly, 
results showed a significant increase in TMS Curiosity sub-scores for the post-test condition 
(F(1, 26) = 6.32, p < .02, η2p  = .20), but, again, no significant treatment group effect was 
obtained (F(1, 26) = .49, p < .49, η2p  = .02). TMS Curiosity results also showed no significant 
difference between groups in the pre- versus post-intervention TMS Curiosity sub-scores (F(1, 
26) = .29, p < .60, η2p  = .01). With respect to Decentering performance, results showed a 
significant increase in TMS Decentering sub-scores for the post-test condition (F(1, 26) = 42.31, 
p < .001, η2p  = .62). Results showed no significant treatment group effect was obtained (F(1, 26) 
= .27, p < .61, η2p  = .01), nor was there a significant interaction effect between groups and pre- 
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versus post-intervention conditions (F(1, 26) = 2.44, p < .13, η2p  = .09). Taken overall, the CBT 
class and the Mindfulness Group showed comparable gains in their ability to enter a state of 
mindfulness as measured by the TMS. These gains seemed similar in magnitude to those of the 
TMS’s validation sample, though the TMS validation sample’s mean pre-intervention scores 
were more than a standard deviation higher than those of the Mindfulness Group or CBT class.  
 
Table 8 
TMS Means and SDs (in parentheses) for Mindfulness Group (n = 11), CBT Class (n = 17), and 
MBSR Patients (n = 99) 
Note: TMS = Toronto Mindfulness Scale  
 
 
Group Pre-Treatment Post-Treatment 
Post – Pre 
Difference 
Mindfulness 23.73 (6.57) 33.36 (8.62) 9.63 TMS Total 
CBT 27.29 (7.47) 32.71 (5.63) 5.42 
Mindfulness 12.18 (4.62) 15.00 (4.73) 2.82 
CBT 13.77 (5.36) 15.59 (3.79) 1.82 
TMS Curiosity 
MBSR 19.46 (9.74) 23.37 (8.88) 3.91 
Mindfulness 11.55 (4.08) 18.36 (5.20) 6.81 
CBT 13.53 (3.79) 17.71 (3.14) 4.18 
TMS Decentering 
MBSR 19.15 (8.41) 24.01 (7.91) 4.86 
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Supplemental Analysis 2. To further examine the question of whether students at a more 
advanced stage of training might more effectively incorporate the mindfulness training content, 
students in the first year cohort with and without a master’s degree in psychology were 
evaluated.  Multiple three-way (2 (pre-post) x 2 (previous masters) x 2 (treatment group) 
repeated measures ANOVAs were computed using TMS, ORS, SRS, TPS-C, and TPS-T total 
scores. Of the five analyses, only the TPS-C ANOVA produced a significant finding between 
students with and without psychology master’s degrees. Means and standard deviations of the 
TPS-C are found in Table 9. Mauchly’s test indicated the assumption of sphericity had not been 
violated. Results showed a significant increase in TPS-C scores for the post-test condition (F(1, 
30) = 18.39, p < .001, η2p  = .38). No significant treatment group effect was obtained, but a 
significant previous master’s effect was obtained (F(1, 30) = 5.80, p < .02, η2p  = .16) with the 
non-master’s obtaining higher scores. Results showed no significant interaction effects. 
Therefore, students without previous master’s degrees in psychology were generally perceived 
by their clients as having greater therapeutic presence. 
Supplemental Analysis 3. The question arose as to whether students at higher levels of 
clinical competency might more effectively incorporate the training content. Accordingly, a 
cutoff score of 15 on the Supervisor Questionnaire was used to demarcate those students about 
whom the teacher’s assistants had clinical concerns (scores of 15 or below) and those about 
whom they did not have clinical concerns (scores above 15). To test for possible differences 
between students with and without clinical concerns in both the Mindfulness and Video groups, 
multiple three-way (2 (pre-post) x 2 (clinical concerns) x 2 (treatment group) repeated measures 
ANOVAs were computed using TMS, ORS, SRS, TPS-C, and TPS-T total scores. Of the five  
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Table 9 
TPS-C Means and SDs (in parentheses) for Mindfulness Group Without a Master’s Degree (n = 
13) and With a Master’s Degree (n = 3) and Video Group Without a Master’s Degree (n = 15) 
and With a Master’s Degree (n = 3) 
  Group 
 
Previous 
Masters 
Mindfulness 
Mean (SD) 
Video Mean 
(SD) 
TPS-C Total Session 1 No 37.42 (2.52) 37.43 (2.36) 
 Yes 34.70 (5.11) 34.90 (3.58) 
TPS-C Total Session 10 No 39.12 (0.98) 38.75 (1.80) 
 Yes 36.87 (3.17) 36.77 (3.74) 
Note: TPS-C = Therapeutic Presence Scale – Client 
 
analyses, only the TPS-C ANOVA produced a significant finding between students with and 
without clinical concerns. Means and standard deviations of the TPS-C are found in Table 10. 
Mauchly’s test indicated the assumption of sphericity had not been violated. Results showed a 
significant increase in TPS-C scores for the post-test condition (F(1, 29) = 27.89, p < .001, η2p  = 
.49). No significant treatment group effect was obtained, but a significant clinical concern effect 
was (F(1, 29) = 5.06, p < .03, η2p  = .15) with the non-clinical concern group obtaining higher 
scores. There were no significant interaction effects. Therefore, students without clinical 
concerns were generally perceived by their clients as having greater therapeutic presence. 
Supplemental Analysis 4. This research served as the initial validation study of the TPS-
C and the TPS-T. Accordingly, reliability statistics are reported in Table 11 and correlations with  
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Table 10 
TPS-C Means and SDs (in parentheses) for Mindfulness Group Without Clinical Concerns (n = 
10) and With Clinical Concerns (n = 5) and Video Group Without Clinical Concerns (n = 11) 
and With Clinical Concerns (n = 7) 
  Group 
 
Clinical 
Concerns 
Mindfulness 
Mean (SD) 
Video Mean 
(SD) 
TPS-C Total Session 1 No 38.06 (1.45) 37.32 (2.69) 
 Yes 34.46 (4.58) 36.53 (2.74) 
TPS-C Total Session 10 No 39.46 (0.52) 38.64 (2.18) 
 Yes 37.18 (2.46) 38.07 (2.39) 
Note: TPS-C = Therapeutic Presence Scale – Client 
 
Table 11 
TPS-C, TPS-T, and SRS Internal Consistency, Test-Retest Reliability and Means and SDs of First 
Year Doctoral Students (n = 23) 
  
Internal 
Consistency* 
Test-Retest 
Reliability** 
Mean (SD)  
Session 1 
Mean (SD) 
Session 2 
TPS-C .99 .76 37.01 (2.83) 37.19 (3.49) 
TPS-T .95 .55 30.96 (7.10) 32.37 (5.43) 
SRS .97 .31 35.62 (3.43) 36.43 (3.75) 
Note: TPS-C = Therapeutic Presence Scale – Client; TPS-T = Therapeutic Presence Scale – 
Therapist; SRS = Session Rating Scale 
* Calculated sessions 1 – 10.  
** Calculated sessions 1 & 2. 
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the SRS and ORS, reflecting concurrent and discriminant validity, are reported in Table 12. 
Similar to the SRS, the TPS-C and TPS-T were found to have high internal consistency, .99 and 
.95 respectively. Measured at Session 1 and Session 2 one week later, the TPS-C and TPS-T 
demonstrated test-retest reliability, .76 and .55 respectively, that were actually stronger than the 
SRS’s in this sample (.31). However, Duncan et al. (2003) found the SRS to have a stability 
coefficient of .64, which is more favorable and comparable to the TPS-C and TPS-T in this 
study’s sample. 
In the current study, the ORS was administered pre- and post-treatment, so Table 12 
shows correlations between the ORS, SRS, TPS-C, and TPS-T at Session 1 and Session 10. In 
the current study, the SRS, TPS-C, and TPS-T Session 1 and Session 10 scores were not 
significantly related to the ORS at either Session 1 or Session 10. This finding differs from 
Campbell and Hemsley’s (2009) and Duncan et al.’s (2003) finding that SRS scores tend to be 
significantly, though weakly, correlated with treatment outcomes (r’s =  .27 – .36). Table 12 
shows the TPS-C and SRS were significantly related, though less at Session 1 than Session 10. 
At Session 1, the TPS-T was not significantly related to the TPS-C or SRS, but at Session 10, it 
was significantly related to both the TPS-C and SRS. In other words, it appears that therapists-in-
training initially perceived their therapeutic abilities more negatively than their patients did; over 
time, client and therapist perceptions became more similar. Like the SRS, which tends to be 
negatively skewed (Miller & Duncan, 2000a), the TPS-C and TPS-T were also found to be 
negatively skewed in this study. Overall, the TPS-C and TPS-T were found to have acceptable 
reliability and to measure something distinct from yet related to therapeutic alliance as measured 
by the SRS, warranting future research and use of these measures.  
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Table 12 
TPS-C, TPS-T, SRS and ORS Correlations of First Year Doctoral Students (n = 23) 
 TPS-C 
Session 1 
TPS-T 
Session 1 
SRS 
Session 1 
ORS 
Session 1 
TPS-C 
Session 10 
TPS-T 
Session 10 
SRS 
Session 10 
 
TPS-T 
Session 1 
.16       
SRS 
Session 1 
.57* .07      
ORS 
Session 1 
.08 -.17 .03     
TPS-C 
Session 10 
.80* .16 .44* .06    
TPS-T 
Session 10 
.47* .19 .12 .23 .53*   
SRS 
Session 10 
.85* .16 .46 .06 .94* .48*  
ORS 
Session 10 
.01 -.12 -.02 .46* .19 .19 .21 
Note: TPS-C = Therapeutic Presence Scale – Client; TPS-T = Therapeutic Presence Scale – 
Therapist; SRS = Session Rating Scale; ORS = Outcome Rating Scale 
* p ≤ 0.01(2-tailed).  
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Chapter 4
 
Discussion 
 
 
 
Research has shown the benefits of mindfulness are extensive, positively impacting 
cognitive, emotional, physical, spiritual, and interpersonal domains (Brown et al., 2007; 
Carmody et al., 2008; Davis, & Hayes, 2011). However, this study found the benefits of 
mindfulness to clinicians in training to be less impactful. Compared to students who participated 
in a traditional form of clinical training, those students engaged in mindfulness training showed 
significant improvement in their self-perceived ability to enter a mindful state with particular 
development in the attentional aspects of mindfulness. However, in contrast to the hypotheses of 
this study, these gains did not translate into more positively perceived therapy outcomes, 
therapeutic alliance, or therapeutic presence. Rather, students engaged in mindfulness training 
obtained significantly less positive client-perceived therapy outcomes than their video 
counterparts. No meaningful difference between the two groups emerged in how their clients 
perceived the quality of therapeutic alliance or level of therapist therapeutic presence; both 
groups showed similar gains across 10 sessions of pseudotherapy. Neither did the student 
clinicians of the two groups show a difference in perceived improved therapeutic presence across 
the 10 sessions. In addition, supervisors of the clinicians in training perceived similar 
competency development for students of both groups. However, students in the mindfulness 
training did perceive the training as more beneficial to their own self-care and self-reflection than 
students in the non-mindfulness training.  
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Both the Mindfulness and Video Groups in this study achieved similar gains in 
therapeutic alliance, therapeutic presence, and supervisor-rated therapeutic competencies across 
10 pseudotherapy sessions, suggesting mindfulness may not be a “silver bullet” for clinical 
training, but it may be about as effective as a traditional method of clinical training. These results 
generally align with Stanley, et al. (2006) and Ryan, et al.’s (2012) research that found clinician 
mindfulness did not, for the most part, positively impact therapeutic outcomes. In contrast, 
Grepmair et al. (2007) found clinicians in training who practiced mindfulness had better 
therapeutic outcomes compared to clinicians not practicing mindfulness.  
An important distinction between Grepmair et al.’s (2007) findings and the results of this 
research is that Grepmair et al. used a waiting list control group, but this research used an active 
control engaged in a video training. Because this study did not also utilize a passive control due 
to the small sample size available, it is impossible to say if the therapeutic results were due to 
these trainings or if they were the result of other training that students were receiving. Also 
notable, the participants in Grepmair et al.’s (2007) study significantly diverged from the current 
study’s; whereas the therapists in training in this study were learning person-centered 
psychotherapy through work with pseudoclients who were screened out for significant 
psychopathology, the therapists in training in Grepmair et al.’s (2007) study were learning 
“depth-psychology based psychotherapy” in an inpatient “psychosomatic hospital” (p. 333). 
It is interesting that Grepmair et al.’s (2007) positive findings occurred with depth-
oriented therapists in training, for, while mindfulness has most ardently been incorporated into 
intervention strategies in third wave cognitive behavioral therapies (Hayes, 2004), this study 
showed support for contemporary psychodynamic conceptualizations of the benefits of 
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mindfulness for clinicians (Safran & Reading, 2008). The results indicate mindfulness training 
may, compared to traditional methods of training, foster greater improvement in student 
therapists’ ability to enter a mindful state, which students may find beneficial to their self-care 
and self-reflective practices. These self-perceived benefits to trainees’ self-reflective capacities 
may increase trainees’ awareness of countertransferential responses, which is requisite for 
working through relationally viewed co-constructed enactments and engaging in meta-
communication informed by self-awareness (Safran & Reading, 2008). In any case, self-
reflection and self-care are foundational competencies (Rodolfa et al., 2005; Sommers-Flanagan 
& Sommers-Flanagan, 2009), and early training that increases trainees’ competency in these 
domains may have worthwhile benefits whatever therapeutic modality trainees eventually adopt. 
It should be noted that the self-perceived benefits of mindfulness on trainees’ self-care and self-
reflection not only align with previous research (Christopher & Maris, 2010; Schure, 
Christopher, & Christopher, 2008), but also reflect historically held views of mindfulness.  
Supplemental analyses were conducted to look more closely at factors which may have 
influenced outcome, specifically the impact of prior training in psychology as well as the level of 
clinical competency perceived by supervisors. These analyses revealed no significant effect of 
having an additional semester’s training, a master’s degree, or a higher supervisor’s rating of 
clinical competency on one’s ability to enter a mindful state, therapeutic outcome, therapeutic 
alliance as perceived by clients, or therapeutic presence as perceived by therapists. However, 
counter to what might be expected, clients did perceive significantly higher levels of therapeutic 
presence in trainees without previous master’s degrees. Perhaps this was because, as a group, 
students with a master’s degree were less open to a phenomenological therapeutic modality that 
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values therapeutic presence. In line with expectation, clients also perceived significantly higher 
levels of therapeutic presence in trainees without clinical concerns expressed by their 
supervisors, suggesting the brief Supervisor Questionnaire had some utility in differentiating 
students who were more or less competent, which then translated into more or less therapeutic 
presence as perceived by their pseudoclients. These differences were not significantly different 
in the Mindfulness Group or the Video Group, so the current study is unable to support 
mindfulness as a preferred remedial training for students who struggle to establish therapeutic 
presence. 
The results of this study support Carmody and Baer’s (2009) research indicating the 
length of mindfulness intervention may be unrelated to outcomes. Though the Mindfulness 
Group and the CBT class received different amounts and types of training related to mindfulness, 
approximately four hours (seven 30-minute trainings plus 10 minutes of mindfulness pre- and 
post-intervention) and approximately three hours (one three-hour lecture and experiential class) 
respectively, both groups showed similar gains in their ability to enter a mindful state pre- to 
post-intervention. Both the Mindfulness Group’s and the CBT class’s TMS scores were, on 
average, lower than the TMS validation sample in both their pre- and post-intervention scores, 
but both groups showed similar improvement pre- to post-intervention as the TMS validation 
sample. The fact that the trainees in this study on average scored lower on the TMS than the 
validation sample could be related to self-selection; participants in the validation sample self-
enrolled in a MBSR program whereas the participants in this study were randomly assigned. The 
trainees’ lower scores in this study also suggest they have continued room for mindfulness 
development. Theoretically, the Mindfulness Group had greater opportunity to personally 
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incorporate the training across several weeks during which they treated pseudoclients, but, if 
those in the CBT class were able to utilize mindfulness content to enter a mindful state about as 
effectively as the Mindfulness Group, mindfulness might be conveniently taught in clinical 
trainings in a more condensed format than what occurred in this study. Conversely, it could also 
be that the mindfulness training was not robust enough to positively impact therapy outcomes, 
and more intensive training should be conducted to achieve therapeutic results. Trainees in 
Grepmair et al.’s (2007) research participated in one hour of Zen meditation led by a Zen master 
at the beginning of each workday for nine weeks. 
Carmody and Baer’s (2009) assessment about the insignificance of mindfulness 
intervention length is supported by this study and may well be true, but the TMS scores from this 
research also calls the validity of the TMS into question. It could be that mindfulness 
intervention length is irrelevant, but it could also be that the construct of mindfulness as 
measured by the TMS is suspect. For example, students in the Mindfulness Group rated 
themselves as being more capable of entering a state of mindfulness post-treatment than the 
Video Group, but the subjective nature of the TMS allows for the possibility that these students 
better understood mindfulness terminology but were not necessarily more adept at being 
mindful. Historically, mindfulness was considered a spiritual practice that required significant 
time and discipline to reap the full benefits. It would be going against thousands of years of 
religious understanding to state that a three-hour class in mindfulness is as effective as extended 
training and practice.  
To better understand the ORS differences between the two groups, it is helpful to 
understand how this study’s sample compared to other samples involved in ORS research. 
Mindfulness Training     55 
 
Miller, et al. (2003) reported a sample of 77 non-clinical cases consisting of graduate students, 
faculty, and staff at a community family services agency who were administered the ORS four 
times between 10 days to five weeks without any clinical intervention. This non-clinical sample 
had a pre-ORS mean of 27.9 (SD = 6.8) and a post-ORS mean of 29.4 (7.0) with a non-
significant average change of 1.5. Miller, et al. (2003) also reported a sample of 435 clinical 
cases from this same clinic that received between three and ten session of psychotherapy. This 
clinical sample had a pre-ORS mean of 19.6 (8.7) and a post-ORS mean of 25.7 (8.7) with a 
highly significant average change of 6.1 ORS units. In comparison, the current study also 
consisted of a nonclinical sample that received therapeutic intervention, with the Mindfulness 
Group’s pseudoclients having a pre-treatment mean of 30.4 (5.7) and post-treatment mean of 
33.1 (5.7) with an average gain of 2.7, and the Video Group’s pseudoclients having a pre-
treatment mean of 29.3 (5.3) and a post-treatment mean of 36.1 (2.7) with an average gain of 6.8. 
The current study’s pseudoclients did demonstrate a significant pre- to post-intervention change, 
with significantly greater gains achieved by the Video Group (6.82) than the Mindfulness Group 
(2.7). In other words, both the Mindfulness and Video Groups’ pre-treatment mean scores were 
higher than Miller et al.’s (2003) non-clinical and clinical groups. However the Mindfulness 
Group’s magnitude of gain was more similar to that of a non-clinical sample, and the Video 
Group’s gain was more similar to a clinical sample, possibly limiting the weight given to the 
significant difference found between the Mindfulness Group’s and the Video Group’s pre- to 
post-treatment gains. Regarding the performance of the SRS in the study, both the Mindfulness 
Group and the Video Group’ SRS scores were, as expected, negatively skewed, aligning with 
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Miller and Duncan’s (2000a) indication that fewer than 24% of sessions score less than 36 out of 
40 and fewer than 9% score less than 33. 
Since this was the first study to utilize the TPS-C and the TPS-T as additional or 
alternative instruments to the SRS and ORS, the well-researched, ultra-brief, self-report 
measures of psychotherapy. The current study suggests the new TPS-C and TPS-T measures 
have promise since they generally performed as well as or better than the “standard-bearers” in 
the field in terms of internal consistency and test-retest reliability. The first session’s moderate 
correlation (.57) between the TPS-C and the SRS suggests the two measures are assessing 
somewhat discreet constructs that then tend to merge as treatment progresses because at session 
10 the two measures were highly correlated (.94). The merging of scores over time is likely the 
result of the restriction of range and limited variability that similarly afflicted the TPS-C and 
SRS. The TPS-C and TPS-T were virtually unrelated at session one (.16) and moderately 
correlated at session 10 (.53), which is consistent with research that shows therapists’ and 
clients’ perceptions of therapy are usually quite different (Bachelor & Horvath, 1999). The TPS-
C and TPS-T warrant future research, as they may be useful measures for clinical training and 
psychotherapy, representing alternative or additional perspectives to popular therapeutic alliance 
assessments such as the SRS. 
This study faced some challenges that limit interpretation of the findings. The study’s 
small sample size limited the analyses’ statistical power, which was further restricted by missing 
data for several clients. The minimal diversity in regards to pseudoclient ethnicity, age, and 
educational experience limits the generalizability of this study to other client populations. The 
subjective nature of the clinical measures used in this study coupled with their restricted range of 
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score variability, may have contributed to the lack of significant differences in therapeutic 
alliance and therapeutic presence between the two treatment groups. In addition, the “pseudo” 
nature of the therapeutic relationships between first year doctoral students and volunteer 
undergraduate students limits the generalizability of this study in that most therapeutic work 
occurs within a therapeutic frame wherein clients expect treatment from a professional, not 
college credit from a graduate student. While Grepmair et al.’s (2007) research was with 
therapists in training, they were working in an inpatient psychiatric setting, a key distinction 
when comparing the modest findings of this research and the more robust findings of Grepmair 
et al. (2007). Another aspect of the study that limits generalizability is that all therapists in 
training were first year doctoral students learning person-centered psychotherapy; it may be that 
more advanced therapists or therapists engaging in a different psychotherapy approach may 
utilize mindfulness training more effectively. For example, the trainees in this study may have 
been so focused on basic therapeutic relationship skills such as passive and active listening that 
they were not able to assimilate the self-reflective benefits of mindfulness into their therapeutic 
approach.  
Norcross (1995) attempted to “put the Dodo bird to a peaceful rest,” yet it lives on and 
may have flown its way into psychotherapy training. However, Norcross (1995) rightly 
cautioned clinicians to take a skeptical view of the dodo bird verdict, instead asking “Which 
psychotherapy works best for this patient?” (p. 502). A similar question may be appropriate for 
clinical training. This research demonstrated that mindfulness training was generally about as 
effective as a traditional method of clinical training, but future research could investigate if 
mindfulness training is more effective for some trainees than others. All students in this study 
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were first year doctoral students being trained in person-centered psychotherapy, but mindfulness 
training may impact students at different levels of training and engaged in various therapeutic 
modalities in differing ways. For example, it would be interesting to compare the effects of 
mindfulness training on first year doctoral students versus third year doctoral students versus 
licensed practitioners. Researchers might also compare the effects of mindfulness training on 
students and licensed practitioners who work from a cognitive behavioral vs. psychodynamic vs. 
emotion-focused orientation. The self-perceived gains in self-reflection in this study did not 
translate to improvements in therapeutic alliance, presence, or outcomes, but more advanced 
students or professionals, particularly those who frequently utilize countertransference, may find 
greater therapeutic value in clinician mindfulness. Another interesting line of research could be 
to explore potential sleeper effects of mindfulness-based clinical training using longitudinal 
designs; mindfulness skills that first year doctoral students did not initially perceive as being 
beneficial could potentially be later found quite valuable once additional training is received. 
Also, future research might benefit from examining “real” patients with psychopathology as 
opposed to the pseudoclients of this study since a “real” sample would be both more ecologically 
valid and might also have greater score variability.  
Admittedly, self-report outcome data do not necessarily reflect the complex, idiosyncratic 
nature of psychotherapy, but future researchers who attempt to clarify the current murky picture 
of how clinician mindfulness impacts therapeutic relationships and outcomes might benefit from 
utilizing alternative clinical assessments, such as the Helping Alliance Questionnaire – II (HAq-
II; Luborsky et al., 1996), the Working Alliance Inventory – Short Revised (WAI-SR; Hatcher & 
Gillaspy, 2006), and the California Psychotherapy Alliance Scale (CALPAS; Gaston, 1991), 
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which are longer but may have greater research potential in finding true differences between 
mindfulness training and alternative training methods. Researchers examining clinical 
populations might find value in measuring goal attainment as well as symptom measurement 
tools, such as the Beck Depression Inventory-II (BDI-II; Beck, Steer, & Brown, 1996), or 
biological assessments, such as measuring cortisol to ascertain stress levels.  
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Mindfulness Training Competencies 
 
Foundational Competencies 
 
Reflective Practice Self-Assessment – Practice conducted within the boundaries of 
competencies, commitment to lifelong learning, engagement with scholarship, critical thinking, 
and a commitment to the development of the profession. 
 
Readiness for practicum 
A. Reflective Practice 
1. Essential Component: willingness to consider one’s own material; basic mindfulness and self-
awareness 
    2. Behavioral Anchor:  
        a. problem solving skills  
        b. critical thinking  
        c. organized reasoning 
        d. intellectual curiosity and flexibility 
        e. willingness/ability to self-disclose personal material 
    3. Assessment Method(s): 
a. academic products, performance in seminars or other scholarly experiences 
(e.g., papers, proposals, contributions to discussions) 
        b. judgments made by faculty 
    4. Learning Objectives: 
        a. participants will experientially and cognitively understand mindfulness  
        b. participants will be able to enter a mindful state  
        c. participants will be able to identify their own cognitive and emotional processes   
 
B. Self-Assessment and Self-Care 
1. Essential Component: knowledge of core competencies; emerging self-assessment re: 
competencies; understanding of the importance of self-care in effective practice; 
knowledge of self-care mechanisms; attention to self-care 
2. Behavioral Anchor: 
a. demonstrates the interpersonal and intrapersonal willingness and ability to 
consider one’s own motives, attitudes, behaviors and one’s effect on others 
b. basic awareness and attention to self-care 
c. awareness of clinical competencies for professional training 
    3. Assessment Method(s)  
a. performance prior to practicum (e.g., small group experiences, journaling, peer 
review, etc.) 
b. faculty, peer, and self judgments (there should be a consideration given to 
consensual validation) 
    4. Learning Objectives: 
a. participants will be able to practice mindfulness as a form of self-care 
b. participants will be able to self-assess in a non-reactive way 
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Relationships - Capacity to relate effectively and meaningfully with individuals, groups, and/or 
communities 
 
Readiness for practicum 
A. Interpersonal Relationships 
1. Essential Component: interpersonal skills 
    2. Behavioral Anchor:  
a. listens and is emphatic with others  
b. respects and shows interest in others’ cultures, experiences, values, points of 
view, goals and desires, fears, etc. 
c. demonstrates skills verbally and non-verbally 
d. open to feedback 
3. Assessment Method(s): 
a. performance and behavior in course(s) or evaluation milestones 
b. examination of performance in interviews faculty, peer and self judgment 
including showing engagement with peers 
4. Learning Objectives: 
a. participants will be able to establish therapeutic relationships grounded in 
empathy, acceptance, and authenticity 
 
B. Affective Skills 
1. Essential Component: affective skills 
2. Behavioral Anchor: 
a. possesses affect tolerance 
b. tolerates and understands interpersonal conflict 
c. tolerates ambiguity and uncertainty 
d. possesses awareness of inner emotional experience  
e. possesses emotional maturity 
3. Assessment Method(s) 
a. faculty, peer, and self judgments (there should be a consideration given to 
consensual validation) 
4. Learning Objectives: 
a. participants will be aware and tolerant of their own affect 
b. participants will be aware and tolerant of their clients’ affect  
 
Functional Competencies 
 
Intervention - Interventions designed to alleviate suffering and to promote health and well-being 
of individuals, groups, and/or organizations 
 
Readiness for practicum 
A. Skills 
1. Essential Component: basic helping skills 
2. Behavioral Anchor: 
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a. demonstration of these skills, such as empathic listening, framing problems 
3. Assessment Methods(s): 
a. simulations and/or role plays in courses and evaluation milestones 
b. self and peer evaluations 
4. Learning Objectives: 
a. participants will be able to attune to their clients’ concerns 
b. participants will gain understanding about clinically effective mindfulness 
interventions 
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Appendix B 
Modified Toronto Mindfulness Scale 
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Appendix C 
Outcome Rating Scale 
 
Mindfulness Training     86 
 
 
Mindfulness Training     87 
 
 
 
 
 
 
 
 
 
 
Appendix D 
Session Rating Scale 
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Appendix E 
Therapeutic Presence Scale – Client 
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Appendix F 
Therapeutic Presence Scale – Therapist 
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Appendix G 
Supervisor Questionnaire 
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Appendix H 
Student Questionnaire 
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Appendix I 
Mindfulness Questionnaire
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Appendix J 
Video Questionnaire
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Appendix K 
Informed Consent 
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Appendix L 
Mindfulness Trainings 
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Exercise 1 
Breath and Body 
1. Assume a comfortable seated position. Keep your spine straight and let your shoulders 
drop. 
2. Close your eyes if it feels comfortable. 
3. Bring your attention to your belly, feeling it rise or expand gently on the inbreath and fall 
or recede on the outbreath. 
4. Keep the focus on your breathing, “being with” each inbreath for its full duration and 
with each outbreath for its full duration, as if you were riding the waves of your own 
breathing. 
5. Every time you notice that your mind has wandered off the breath, notice what it was that 
took you away and then gently bring your attention back to your belly and the feeling of 
the breath coming in and out. 
6. If your mind wanders away from the breath a thousand times, then your “job” is simply 
to bring it back to the breath every time, no matter what it becomes preoccupied with. 
7. Try expanding the field of your awareness “around” your breathing and “around” your 
belly to include a sense of your body as a whole as you are sitting. 
8. Maintain this awareness of the body sitting and breathing, and when the mind wanders, 
bring it back to sitting and breathing. 
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Exercise 2 
Breath and Sound 
1. Assume a comfortable seated position. Keep your spine straight and let your shoulders 
drop. 
2. Close your eyes if it feels comfortable. 
3. Bring your attention to your belly, feeling it rise or expand gently on the inbreath and fall 
or recede on the outbreath. 
4. Keep the focus on your breathing, “being with” each inbreath for its full duration and 
with each outbreath for its full duration, as if you were riding the waves of your own 
breathing. 
5. Every time you notice that your mind has wandered off the breath, notice what it was that 
took you away and then gently bring your attention back to your belly and the feeling of 
the breath coming in and out. 
6. If your mind wanders away from the breath a thousand times, then your “job” is simply 
to bring it back to the breath every time, no matter what it becomes preoccupied with. 
7. Try just listening to sound. This does not mean listening for sounds, rather just hearing 
what is here to be heard, moment by moment, without judging or thinking about them. 
Just hearing them as pure sound. And hearing the silences within and between sounds as 
well. 
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Exercise 3 
Breath and Thought 
1. Assume a comfortable seated position. Keep your spine straight and let your shoulders 
drop. 
2. Close your eyes if it feels comfortable. 
3. Bring your attention to your belly, feeling it rise or expand gently on the inbreath and fall 
or recede on the outbreath. 
4. Keep the focus on your breathing, “being with” each inbreath for its full duration and 
with each outbreath for its full duration, as if you were riding the waves of your own 
breathing. 
5. Every time you notice that your mind has wandered off the breath, notice what it was that 
took you away and then gently bring your attention back to your belly and the feeling of 
the breath coming in and out. 
6. Try shifting your awareness to the process of thinking itself. Let go of the breath and just 
watch thoughts come into and leave the field of your perception. 
7. Try to perceive them as “events” in your mind. 
8. Note their content and their charge while, if possible, not being drawn into thinking about 
them, or thinking the next thought, but just maintaining the “frame” through which you 
are observing the process of thought. 
9. Note than an individual thought does not last long. It is impermanent. If it comes, it will 
go. Be aware of this. 
10. Note how some thoughts keep coming back. 
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11. Note thoughts about the past and thoughts about the future. 
12. Note thoughts as they come and go. 
13. If you get lost in all this, just go back to your breathing. 
 
Exercise 4 
Breath and Feelings 
1. Assume a comfortable seated position. Keep your spine straight and let your shoulders 
drop. 
2. Close your eyes if it feels comfortable. 
3. Bring your attention to your belly, feeling it rise or expand gently on the inbreath and fall 
or recede on the outbreath. 
4. Keep the focus on your breathing, “being with” each inbreath for its full duration and 
with each outbreath for its full duration, as if you were riding the waves of your own 
breathing. 
5. Every time you notice that your mind has wandered off the breath, notice what it was that 
took you away and then gently bring your attention back to your belly and the feeling of 
the breath coming in and out. 
6. Try shifting your awareness to your feelings and mood. Let go of the breath and just 
watch feelings come into and leave the field of your perception. 
7. Try to perceive them as “events” in your mind. 
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8. Note their content and their charge while, if possible, not being drawn into thinking about 
them, or feeling the next feeling, but just maintaining the “frame” through which you are 
observing the process of feeling. 
9. Note than an individual feeling is impermanent. If it comes, it will go. Be aware of this. 
10. Note how some feelings keep coming back. 
11. Note feelings about the past and feelings about the future. 
12. Note feelings and moods as they come and go. 
13. If you get lost in all this, just go back to your breathing. 
 
Exercise 5 
Dyad Breath, Thoughts, and Feelings with Focus on Self 
1. Partner yourself in dyads. If there is an uneven number create a triad. 
2. Assume a comfortable seated position across from your partner. Keep your spine straight 
and let your shoulders drop. 
3. Close your eyes if it feels comfortable. 
4. Bring your attention to your belly, feeling it rise or expand gently on the inbreath and fall 
or recede on the outbreath. 
5. Keep the focus on your breathing, “being with” each inbreath for its full duration and 
with each outbreath for its full duration, as if you were riding the waves of your own 
breathing. 
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6. Every time you notice that your mind has wandered off the breath, notice what it was that 
took you away and then gently bring your attention back to your belly and the feeling of 
the breath coming in and out. 
7. Try shifting your awareness to the process of thinking and feeling. Let go of the breath 
and just watch thoughts and feelings come into and leave the field of your perception. 
8. Try to perceive them as “events” in your mind. 
9. Note their content and their charge while, if possible, not being drawn into thinking about 
them, or thinking the next thought, or feeling the next feeling, but just maintaining the 
“frame” through which you are observing the process of thought and feeling. 
10. Note than an individual thought or feeling does not last long. It is impermanent. If it 
comes, it will go. Be aware of this. 
11. Note how some thoughts and feelings keep coming back. 
12. Note feelings about the past and feelings about the future. 
13. Note what feelings are associated with different thought contents. 
14. Note thoughts, feelings, and moods as they come and go. 
15. If you get lost in all this, just go back to your breathing. 
 
Exercise 6 
Dyad Breath, Thoughts, and Feelings with Focus on Partner 
1. Partner yourself in dyads. If there is an uneven number create a triad. 
2. Assume a comfortable seated position across from your partner. Keep your spine straight 
and let your shoulders drop. 
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3. Keep your eyes open if it feels comfortable. 
4. Bring your attention to your belly, feeling it rise or expand gently on the inbreath and fall 
or recede on the outbreath. 
5. Keep the focus on your breathing, “being with” each inbreath for its full duration and 
with each outbreath for its full duration, as if you were riding the waves of your own 
breathing. 
6. Every time you notice that your mind has wandered off the breath, notice what it was that 
took you away and then gently bring your attention back to your belly and the feeling of 
the breath coming in and out. 
7. Try shifting your awareness to your partner. Let go of the breath and just watch thoughts 
and feelings about your partner come into and leave the field of your perception. 
8. Try to perceive them as “events” in your mind. 
9. Note their content and their charge while, if possible, not being drawn into thinking about 
them, or thinking the next thought, or feeling the next feeling, but just maintaining the 
“frame” through which you are observing the process of thought and feeling. 
10. Note than an individual thought or feeling does not last long. It is impermanent. If it 
comes, it will go. Be aware of this. 
11. Note how some thoughts and feelings about your partner keep coming back. 
12. Note thoughts and feelings about the past and thoughts and feelings about the future. 
13. Note what feelings are associated with different thought contents. 
14. Note thoughts, feelings, and moods as they come and go. 
15. If you get lost in all this, just go back to your breathing. 
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Exercise 7 
Dyad Breath, Thoughts, and Feelings with Focus on Partner 
1. Partner yourself in dyads. If there is an uneven number create a triad. 
2. Assume a comfortable seated position across from your partner. Keep your spine straight 
and let your shoulders drop. 
3. Keep your eyes open if it feels comfortable. 
4. Bring your attention to your belly, feeling it rise or expand gently on the inbreath and fall 
or recede on the outbreath. 
5. Keep the focus on your breathing, “being with” each inbreath for its full duration and 
with each outbreath for its full duration, as if you were riding the waves of your own 
breathing. 
6. Every time you notice that your mind has wandered off the breath, notice what it was that 
took you away and then gently bring your attention back to your belly and the feeling of 
the breath coming in and out. 
7. Try shifting your awareness to your partner. Let go of the breath and just watch thoughts 
and feelings about your partner come into and leave the field of your perception. 
8. Try to perceive them as “events” in your mind. 
9. Note their content and their charge while, if possible, not being drawn into thinking about 
them, or thinking the next thought, or feeling the next feeling, but just maintaining the 
“frame” through which you are observing the process of thought and feeling. 
10. Note than an individual thought or feeling does not last long. It is impermanent. If it 
comes, it will go. Be aware of this. 
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11. Note how some thoughts and feelings about your partner keep coming back. 
12. Note thoughts and feelings about the past and thoughts and feelings about the future. 
13. Note what feelings are associated with different thought contents. 
14. Note thoughts, feelings, and moods as they come and go. 
15. If you get lost in all this, just go back to your breathing. 
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J O E L  S I M O N S  
Curriculum Vitae 
 
225 Walden St, 4S 
Cambridge, Massachusetts 02140 
joelsimons@gmail.com 
818-388-8299 
   
 
EDUCATION 
 
Expected 5/2015 Doctor of Psychology, Clinical Psychology  
   George Fox University  
Graduate Department of Clinical Psychology (APA Accredited) 
   Newberg, Oregon 
DISSERTATION TITLE: Effects of Mindfulness Training on First Year Doctoral 
Students’ Therapeutic Relationships 
    
4/2012 Master of Arts, Clinical Psychology 
   George Fox University  
Graduate Department of Clinical Psychology (APA Accredited) 
   Newberg, Oregon 
 
5/2004   Bachelor of Arts, Communication  
Messiah College 
Grantham, Pennsylvania 
    
 
SUPERVISED CLINICAL EXPERIENCE 
 
6/2014 to Present Internship 
45 hrs/wk SITE: Cambridge Health Alliance/Harvard Medical School 
LOCATION: Cambridge, Massachusetts  
SETTINGS: Outpatient Psychiatry, Acute Services, Integrated Primary Care  
 SUPERVISORS: Patricia Harney, PhD, Pedro Barbosa, PhD, Amaro Laria, PhD, 
Adam Conklin, PhD, Jessie Fontanella, PhD, Carol Coutu, PhD 
 POPULATION: Adults with a wide range of mental and physical illnesses 
 DESCRIPTION: Provided individual short-term and long-term psychotherapy. 
Conducted psychological assessment, risk assessment, and crisis management within 
multidisciplinary environments. Provided brief behavioral interventions and 
provider consultations within a primary care setting.  
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8/2013 to Present Pre-internship 
18 hrs/wk SITE: Oregon State Hospital 
LOCATION: Salem, Oregon  
SETTING: Inpatient forensic hospital 
 SUPERVISOR: Robert Kruger, PsyD 
 POPULATION: Adults with severe and persistent mental illness 
 DESCRIPTION: Provided inpatient, individual and group, short-term and long-term 
psychotherapy within a multidisciplinary environment. Administered comprehensive 
assessments and risk evaluations. 
 
6/2012 to 6/2013 Practicum II 
18 hrs/wk SITE: Oregon Health & Science University Family Medicine at Richmond 
 LOCATION: Portland, Oregon 
SETTING: Integrated primary care clinic 
 SUPERVISOR: Tami Hoogestraat, PsyD 
 POPULATION: Underserved adults, children, and families with chronic physical and 
mental health concerns 
 DESCRIPTION: Provided outpatient, individual and family, short-term and long-term 
psychotherapy within a multidisciplinary environment. Administered comprehensive 
assessments. Consulted with primary care providers. 
 
9/2011 to 5/2012 Practicum I 
18 hrs/wk SITE: George Fox University Health and Counseling Center  
LOCATION: Newberg, Oregon 
SETTING: College counseling 
 SUPERVISORS: Bill Buhrow, PsyD, Kris Kays, PsyD 
 POPULATION: Adult university students 
 DESCRIPTION: Provided short-term, cognitive-behavioral and long-term, insight-
oriented outpatient, individual psychotherapy from initial assessment to termination. 
Administered personality and comprehensive assessments. 
 
1/2011 to 5/2011  Pre-practicum 
5 hrs/wk  SITE: George Fox University, Newberg, Oregon 
LOCATION: Newberg, Oregon 
SETTING: College counseling 
SUPERVISORS: Mary Peterson, PhD, Jeri Turgesen, MA 
 POPULATION: Two adult university students 
DESCRIPTION: Provided outpatient, individual, client-centered psychotherapy from 
initial assessment to termination. Sessions were videotaped, reviewed, and discussed 
in individual and group supervision. 
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SUPPLEMENTAL SUPERVISED CLINICAL EXPERIENCE 
 
5/2013 to Present Yamhill County Health and Human Services Consultation Team 
32 on call hrs/mo SITES: Providence Newberg Medical Center, Willamette Valley Medical Center, 
McMinnville, Oregon 
LOCATION: Newberg, Oregon; McMinnville, Oregon 
SETTING: Emergency, Medical Surgical, Intensive Care Departments 
SUPERVISORS: Bill Buhrow, PsyD, Joel Gregor, PsyD, Mary Peterson, PhD 
 POPULATION: Patients at risk for suicide, homicide, inability to care for self 
 DESCRIPTION: Provided on call physician consultation and patient assessment 
services. Conducted risk, dementia, and pain evaluations. Coordinated patient care 
transitions. 
 
1/2013 to Present Long-Term Psychodynamic Therapy 
3 hrs/wk SITE: George Fox University Behavioral Health Clinic 
LOCATION: Newberg, Oregon 
SETTING: Community mental health 
 SUPERVISOR: Ryan Kuehlthau, PsyD 
 POPULATION: Adult male 
 DESCRIPTION: Provided outpatient, individual, psychodynamic psychotherapy 
under weekly psychodynamic supervision. Read and discussed classic and 
contemporary psychoanalytic literature. 
 
3/2012 to 5/2013 Behavioral Health Consultation Team 
24 on call hrs/wk SITE: Providence Newberg Medical Center 
LOCATION: Newberg, Oregon 
SETTING: Emergency, Medical Surgical, Intensive Care Departments SUPERVISORS: 
Bill Buhrow, PsyD, Joel Gregor, PsyD, Mary Peterson, PhD 
 POPULATION: Patients at risk for suicide, homicide, inability to care for self 
 DESCRIPTION: Provided on call physician consultation and patient assessment 
services. Conducted risk, dementia, and pain evaluations.  
 
6/2011 to 6/2013 Bariatric Support Group and Surgery Evaluation 
2 hrs/bi-wkly SITE: Salem Hospital Bariatric Surgery Center 
LOCATION: Salem, Oregon 
SETTING: Hospital-based multidisciplinary surgery center 
 SUPERVISOR: Dale Veith, PsyD 
 POPULATION: Adult Bariatric surgery patients 
 DESCRIPTION: Facilitated a psychoeducational and process group for pre- and post-
operative Bariatric surgery patients. Developed psychoeducational materials. Co-
conducted pre-surgery psychological evaluations. 
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9/2010 to 11/2010 Depression Recovery Group 
2 hrs/wk  SITE: Providence Newberg Medical Center, Newberg, Oregon 
LOCATION: Newberg, Oregon 
SETTING: Medical clinic outreach program 
SUPERVISORS: Tami Rodgers, MD, Mary Peterson, PhD, Jeri Turgesen, MA 
POPULATION: Adult patients with depressive symptoms 
DESCRIPTION: Co-facilitated a psychoeducational and process group.  
 
 
SUPERVISION EXPERIENCE 
 
9/2013 to Present Peer Oversight 
 SITE: George Fox University, Graduate Department of Clinical Psychology 
  SUPERVISORS: Rodger Bufford, PhD, Paul Stoltzfus, PsyD 
SUPERVISEE:  One practicum I student 
POPULATION: Elementary Students 
DESCRIPTION: Provided individual supervision to student. Provided formative and 
summative feedback 
 
9/2013 to Present Clinical Foundations of Psychotherapy 
 SITE: George Fox University, Graduate Department of Clinical Psychology 
  SUPERVISOR: Carlos Taloyo, PhD 
SUPERVISEES: Four pre-practicum students 
POPULATION: Adult university students 
DESCRIPTION: Provided individual and group supervision, emphasizing 
foundational relational skills, to students providing simulated psychotherapy. 
 
9/2011 to 11/2011 Depression Recovery Group 
9/2012 to 11/2012 SITE: Providence Medical Group, Newberg, Oregon 
1 hr/wk   SUPERVISOR: Mary Peterson, PhD 
SUPERVISEES: Four pre-practicum students 
POPULATION: Adult patients with depressive symptoms 
DESCRIPTION: Provided group supervision to students facilitating a 
psychoeducational and process group. 
 
 
TEACHING EXPERIENCE 
 
9/2013 to Present Clinical Foundations of Psychotherapy Teacher’s Assistant 
 SITE: George Fox University, Graduate Department of Clinical Psychology 
PROFESSOR: Carlos Taloyo, PhD 
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DESCRIPTION: Taught foundational psychotherapy skills to pre-practicum students 
through individual and group supervision and video review. Provided formative and 
summative feedback. 
 
1/2013 to 4/2013 Clinical Foundations of Psychotherapy Teacher’s Assistant 
 SITE: George Fox University, Graduate Department of Clinical Psychology 
PROFESSOR: Carlos Taloyo, PhD 
DESCRIPTION: Taught foundational psychotherapy skills to pre-practicum students 
through expert videos and mindfulness exercises. 
 
8/2012 to 12/2012 Cognitive Behavioral Psychotherapy Teacher’s Assistant 
 SITE: George Fox University, Graduate Department of Clinical Psychology 
PROFESSOR: Mark McMinn, PhD 
DESCRIPTION: Taught cognitive behavioral techniques to practicum I students 
through demonstration, coaching, lecture, and evaluation. 
 
 
SELECTED PROFESSIONAL & EDUCATIONAL EXPERIENCE 
 
9/2012 to Present Psychodynamic Psychotherapy Consultation Group  
1.5 hrs/mo   CONSULTANT: Kurt Free, PhD 
DESCRIPTION: Discussed clinical cases from a psychodynamic perspective. 
 
9/2012 to 6/2013 Fundamentals of Psychoanalytic Psychotherapy 
1.5 hrs/mo  SITE: Oregon Psychoanalytic Center, Portland, Oregon 
INSTRUCTORS: Lee Shershow, MD, Constance Jackson, MD, Kathy Reicker, LCSW, 
Julie Rosenberg, MD 
DESCRIPTION: Discussed psychoanalytic theory, readings, and case presentations. 
 
1/2011 to Present Clinical Team 
1 hr/wk  SITE: George Fox University, Newberg, Oregon 
SUPERVISORS: Bill Buhrow, PsyD, Carlos Taloyo, PhD, Mark McMinn, PhD, Paul 
Stoltzfus, PsyD 
DESCRIPTION: Presented and discussed clinical cases and psychological assessments 
from various clinical perspectives. 
 
3/2012   Introduction to Relational Models of Psychoanalysis 
5 hrs HOST: Brookhaven Institute for Psychoanalysis and Christian Theology 
 PRESENTERS: Lowell Hoffman, PhD, Marie Hoffman, PhD, Brad Strawn, PhD, 
Beth Brokaw, PhD 
 
3/2012   Self-Defeating Patterns and their Clinical Implications 
3 hrs HOST: Christian Association for Psychological Studies 
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 PRESENTER: Nancy McWilliams, PhD 
 
6/2011 Mindfulness-Based Trauma Therapy: Compassion, Attention, and 
6 hrs  Metacognitive Awareness 
 HOST: Oregon Psychological Association 
 PRESENTER: John Briere, PhD  
 
 
RESEARCH & PRESENTATIONS 
 
2/2011 to Present Research Vertical Team 
2 hrs/bi-wkly  SITE: George Fox University, Newberg, Oregon 
SUPERVISOR: Wayne Adams, PhD 
TEAM: Three to six, 1st through 4th year doctoral students with research interests in 
neuropsychological assessment, health psychology, pediatric psychology, clinical 
interventions, clinical training, and psychoanalysis. 
DESCRIPTION: Discussed, evaluated, and assisted team members’ research. 
Collaborated on research presentations. 
 
2/2011 to Present  Dissertation 
TITLE: Effects of Mindfulness Training on First Year Doctoral Students’ 
Therapeutic Relationships 
ADVISOR: Wayne Adams, PhD 
GRANT RECEIVED: Richter Scholarship 
STATUS: Completed final oral defense 
DESCRIPTION: Conducted an experiment in which I developed and implemented a 
clinical training program grounded in mindfulness research, comparing its 
effectiveness to traditional methods of clinical training of pre-practicum students. 
 
Paper Presentations 
Vasiliauskas, S., Simons, J. (April, 2013). Psychoanalytic developmental considerations of obesity 
and bariatric surgery: An opportunity for rebirth. Paper presented at the annual meeting of the Christian 
Association for Psychological Studies. Portland, OR. 
 
Poster Presentations 
Simons, J., Adams, W., Taloyo, C., Peterson, M. (August, 2013). Therapeutic presence: 
Validation of client and therapist measures. Poster presented at the annual meeting of the American 
Psychological Association. Honolulu, HI. 
 
Hansen, H., Simons, J., Adams, W., Schloemer, J., Ulrich, J. (August, 2013). Developmental 
anomalies of the WAIS-IV digit span subtest. Poster presented at the annual meeting of the American 
Psychological Association. Honolulu, HI. 
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Ulrich, J., Adams, W., Simons, J., Schloemer, J., Hansen, H. (August, 2013). WISC-IV 
digit span subtest: Developmentally uniform forwards vs. backwards contributions? Poster presented at the annual 
meeting of the American Psychological Association. Honolulu, HI. 
 
Wiarda, N., Foster, L., Turgesen, J., Ambroson, H., Modrell, J., Simons, J., Peterson, M. (August, 
2013). Development of consultation services for providers of suicide risk and chronic pain patients. Poster presented 
at the annual meeting of the American Psychological Association. Honolulu, HI. 
 
Ambroson, H., Simons, J., Ackerman, C., Peterson, M., Goodworth, M. (May, 2013). Needs assessment 
of primary care physicians’ perceived risks, benefits, and barriers to incorporation of behavioral health services in 
Coordinated Care Organizations. Poster presented at the annual meeting of the Oregon Psychological 
Association. Eugene, OR. Awarded the Research Award for Competency in Science and Application. 
 
Simons, J. G., Baynes, B. A., & Adams, W. V. (August, 2012). Consistency of developmental trajectories 
found in WRAML2, WMS-IV and TOMAL-2. Poster presented at the annual meeting of the American 
Psychological Association. Orlando, FL. Awarded the Best Student Poster Focused on Assessment. 
 
Simons, J. G., Goetsch, B. L., & Bufford, R. K. (March, 2012). Spiritual well-being and flow. Poster 
presented at the annual meeting of the Christian Association for Psychological Studies. Washington, 
D. C. 
 
 
AWARDS & SCHOLARSHIPS 
 
5/2013   Special Commendation 
 AWARDER: George Fox University 
DESCRIPTION: Awarded to approximately 5% of PsyD students for 
accomplishments in and contribution to the Graduate Department of Clinical 
Psychology. 
 
5/2013   Research Award for Competency in Science and Application 
 AWARDER: Oregon Psychological Association 
DESCRIPTION: Awarded for research presented at the 2013 annual meeting of the 
Oregon Psychological Association. 
 
12/2012  Richter Scholarship 
 AWARDER: Richter Scholars Committee 
DESCRIPTION: Funded dissertation research and presentation of its results at the 
2013 annual meeting of the American Psychological Association. 
 
8/2012   Best Student Poster Focused on Assessment 
 AWARDER: Association of Test Publishers 
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DESCRIPTION: Awarded for research presented at the 2012 annual meeting of the 
American Psychological Association. 
 
 
PROFESSIONAL AFFILIATIONS 
 
International Association for Relational Psychoanalysis and Psychotherapy 
 
American Psychological Association, Division 39 Psychoanalysis 
 
 
REFERENCES 
 
Wayne Adams, PhD, ABPP/CL    Ryan Kuehlthau, PsyD 
Professor of Psychology      Licensed Psychologist 
George Fox University     Sundstrom Clinical Services 
Graduate Department of Clinical Psychology  Clackamas, Oregon 
Newberg, Oregon     503-653-0631 
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